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NEW FEATURES IN CLINICAL TEACHING 


BY JOSEPH H. 


HILE the illnesses of patients in most of 

the teaching hospitals of the world ‘are 
thoroughly investigated and careful case records 
are made, it is equally true that in most teach- 
ing out-patient departments of the same insti- 
tutions the patients are hastily examined and 
meagre notes are taken. Yet sick people who 
are up and_about often exhibit disease in the 
early stage when most can be expected from 





treatment. In the wards we see the same dis- 
eases in final stages when the least can be done 
in the way of curative treatment. Only of late | 
has it been realized that to teach the senior 
student to recognize the early signs and symp- | 
toms of disease he must do careful work in the 
out-patient department. He does not learn to 
do careful work when he sees patients hastily 
and superficially examined as is sure to be the 
case when a large number of patients flock to a| 
clinie where only a few doctors are in attend- | 
anee. ‘‘It is indeed instructive to reflect,’’ wrote | 
Sir James Mackenzie, ‘‘that, while men undergo 
a long and special training to enable them to 
recognize the appearance of disease after the pa- 
tient has died, and other men undergo equally 
careful training to enable them to recognize 
disease after it has damaged the tissues, few or 
no attempts are made to train men for the de- 
tection of the disease when there is hope of 
eure.’’ 


A STAFF OF PAID GRADUATE ASSISTANTS 


Sir William Osler onee said to the writer, 
‘‘There is no reason why eases in a dispensary 
should not be studied as carefully as in the hos- 
pital ward. It is simply a question of getting 
enough good men to do the work.’’ In re- 
organizing the medical clinie at the Boston Dis- 
pensary this has been the guiding principle. 
During the past two years 10 to 15 physicians 
have been in daily attendance at the medical 
clinic. As the average number of patients seen 
has been about 45, each physician has usually 
examined only one new ease and three or four 
of his old patients who are making revisits. This 
has meant more adequate time for considering 
the problems presented by each sick person 
than in most elinies. 

An out-patient staff must not only be large, 
but it must be made up of able, well-trained 
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physicians if the patients are to receive good 
eare. Furthermore, if medical knowledge in a 
clinic is to advance, the physicians must individ- 
ually work with enthusiasm and diligence to ad- 
vance their own knowledge. At the Boston Dis- 
pensary the wise policy prevails of giving finan- 
cial return in some form to the graduate as- 
sistants who are working daily in the medical 
clinic. The codperation of the Dispensary and 
Tufts College Medical School has made it pos- 
sible to establish positions for young physicians 
who are appointed annually. The educational 
opportunities offered here for advanced work in 
internal medicine are attracting capable voung 
physicians from various parts of the country. 
In addition, we had for a few months two able 
assistants who came to America from German 
university clinies, on travelling fellowships,— 
one from Krehl’s medical clinic in Heidelberg 
and the other from Grafe’s clinie in Wiirzburg. 
Both helped in the regular examination of pa- 
tients. 


THE CLINICAL CONFERENCE 


The daily clinical conference which was be- 
gun over two years ago has proved to be the 
most instructive and unifying feature of our 
work. It was started to meet a real need, name- 
ly the reviewing and criticising of the clinical 
records of all the new patients to discover errors 
in diagnosis and to suggest further study and 
better treatment of individual eases. All new 
records are sent up to the conference room ad 
seriatim some time after the date of the first 
visit of the patient. Each physician attending 
the conference examines one record and writes 
a critique in which possible errors in diagnosis 
and treatment are noted. One or two of the 
more important cases are presented to the entire 
group for discussion. Less than half an hour is 
usually devoted to the records although their 
examination still remains the piéce de résistance 
of the conference. On some days to preserve 
the spirit of freedom from a stereotyped pro- 
cedure the review of case-records is omitted alto- 
gether. Interesting cases are frequently demon- 
strated at the conference by the student and 
physician who have studied them. On one day 
of the week the workers in the Social Service 
Department present a case which they select as 
of especial interest, thus giving the group some 
insight into the social and economie factors that 
often are so important in the production of dis- 
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ease. On another day x-ray films are shown. 
Each Tuesday Dr. John D. Adams of the ortho- 
pedic department discusses diseases of the bones 
and joints; on Wednesday Dr. Lester R. Whit- 
aker of Boston University takes up the diag- 
nosis of gall bladder disease by cholecystography, 
and on Friday Dr. Howard B. Sprague of the 
Cardiae Clinic of the Massachusetts General 
Hospital examines and demonstrates cases of 
heart disease. From time to time Dean Stearns 
of Tufts College Medical School and others speak 
on the relation of psychiatry to internal medicine 
as illustrated by specific cases. Reviews of im- 
portant articles in the newer journals are fre- 
quently presented. Rarely is the program fixed 
in advanee. Much of the value and continued 
vigor of the conference is due to the flexibility 
of the program to meet the changing needs of 
the hour. The conferences are held daily at 
8:45 A. M. in a well-appointed room. They last 
one hour. 

Beginning last October eighteen students of 
_ Tufts College Medical School have presented 
themselves on the first day of each month at the 
Dispensary for instruction. , At the conference 
they have been brought in immediate contact 
with living medicine. The topics presented have 
been those that occupied the minds of the 
physicians of the staff. 


While each graduate assistant of the clinic 
is critically examining a clinical record that 
has been handed to him, each senior student is 
studying the clinical notes on a case taken by 
a fellow-student. Each student has a notebook 
of standard size similar to that used in the 
laboratory courses and writes in this his case 
reports. In addition, this book contains notes 
on talks and demonstrations given during the 
month, and abstracts of articles read, some of 
which have been assigned, while others are of his 
own selection. If a student has employed the 
evening hours to advantage in reading articles 
related to the cases studied, his notebook at the 
end of the month should contain a goodly num- 
ber of abstracts. To give ready access to cur- 
rent journals the library of the Medical School 
has been opened each evening. 


In the assembly room is a small reference 
library containing in addition to standard text- 
books and monographs in English, French, and 
German, a recent American system of medicine 
(the new edition of Osler and McCrae), the great 
Nouveau Traité de Médecine of Roger, Widal and 
Tessier now in course of publication and bound 
volumes of the Journal of the American Medical 
Association for the last few years. There is also 
a series of filing cabinets filled with original 
articles from the recent literature and indexed 
under subjects and authors. This collection 
was prepared by the late Dr. Bryce Washington 
Fontaine of Memphis, one of the leading physi- 


cians of the South, and presented to us by Mrs. 
Fontaine. 





ONE CLINICAL CLERK FOR EACH PHYSICIAN 


Six of the students are assigned to the medical 
clinic where they spend the entire day. Each 
works with a single physician of the staff 
throughout the month. Together they study 
the new patients. One new case is given to 
each student, acting as a clinical clerk, as soon 
as the conference is ended. He writes the his- 
tory in his notebook. This history is corrected 
and amplified by the preceptor who then makes 
the physical examination and dictates the note 
on the spot to the clinical clerk, who then writes 
the corrected notes on the regular record forms 
of the Dispensary. 

At 2 P. M. the six clinical clerks assemble in 
the conference room and an informal lecture 
with demonstrations is given for an hour by 
one of the,staff. Five physicians are assigned 
to give these talks, each for one day of the 
week. They select subjects in which they are 
particularly interested and with which they are 
familiar. On Mondays of the present year the 
instruction deals with ease-taking and the psy- 
choneuroses. On Tuesdays are described the 
determination of the basal metabolic rate, the 
interpretation of the electrocardiogram, renal 
function tests, and other special subjects. On 
Wednesdays the newer methods of blood ex- 
amination, such as the Schilling index and the 
sedimentation time, are explained. On Thurs- 
days physical signs in diseases of the lungs are 
described and demonstrated. On Fridays the 
time is devoted to the diagnosis of gastro- 
intestinal diseases and the making and inter- 
pretation of orthodiagrams of the heart. 

From three to five P. M. the members of the 
class work in clinical pathology or study bed 
patients in the observation ward. They ex- 
amine the blood, urine, faeces and stomach con- 
tents of cases that have been seen in the clinie. 
Each student is provided with a microscope and 
laboratory desk space. The students work in- 
dividually, but the entire group is under the 
supervision of the resident physician during this 
period. 

We are fortunate in having a small observa- 
tion ward with six cubicles so that patients that 
demand special study can be kept for a few 
days. The students are assigned to the examina- 
tion of these cases. At stated times clinical in- 
struction to the group of six students is given 
at the bedside. The ward cases when of special 
interest are also demonstrated at the morning 
conferences by the students who have studied 
them. On Thursday afternoon Miss Frances 
Stern of our Food Clinie gives an exercise for 
two hours in the dietetic clinic which is attended 
by the entire section of eighteen students. The 
students are required to prepare diets for dia- 
betic and obesity patients. Definite dietetic 
problems are given them, and they are required 
to write out detailed statements of the composi- 
tion of the selected foods. This is one of the 


most profitable exercises of the course. 
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At the end of each month a written examina- 
tion is given. The questions are limited to 
topics discussed during that month. The ques- 
tions in a recent examination indicate the char- 
acter of the subjects taken up at the conferences 
and demonstrations. 

1. Give detailed instructions for treating a 
ease of active pulmonary tuberculosis. 

2. Outline the treatment for diabetic coma. 

3. Give the differential diagnosis between 
primary depression and neurasthenia. 

4. Mention the theories of the etiology of 
pernicious anaemia. 

5. Outline the treatment of acute tonsillitis. 
Write one prescription. 

6. Give the differential diagnosis of acute 
bronchitis and bronchopneumonia. Dis- 
cuss the treatment of each. Write one 
prescription. } 

7. Give a classification with a brief descrip- 
tion of the different types of rales. 

8. Discuss the principles involved in the cal- 
culation of a basal metabolic rate. 

9. What important pathological changes de- 
velop in the course of prolonged hyper- 
tension. 

10. Give the differential diagnosis of radicu- 

lalgia and psychalgia. 


DOMICILIARY MEDICINE 


Tufts students are fortunate in having an op- 
portunity to study sick patients in their homes. 
The vision of Dean Stearns made this possible. 
Although eare of the sick poor in their homes 
has been carried on by the Dispensary since its 
organization in 1796, home visitation never seems 
to have been utilized to any extent in the in- 
struction of students until the fall of 1928 when 
four senior students from Tufts College Medical 
School were assigned each month to this work 
under Dr. Olef. During the present academic 
year, twelve different students, each month, 
under three full-time physicians, have been en- 
gaged in home eare of patients. Nearly all of the 
members of the present senior class have had 
this training. 

After the morning conference the students 
visit patients reported as acutely ill in differ- 
ent parts of the city. The call is unhurried and 
the student has an opportunity to study the 
sick one and his illness in the natural environ- 
ment of his home. The history and the physical 
findings are recorded in detail. To the family 
and the sick person the student appears in the 
role of family doctor. In the afternoon he re- 
turns with the district physician who acts as a 
consultant. Many eases of measles, scarlet fever, 
and other infectious diseases are followed by the 
students from the onset to convalescence. On 
some days of the winter over 100 home visits 





were made by this group of three physicians and 
twelve students. 

The slogan ‘‘Restore the family doctor’’ ac- 
counts for much of the enthusiastic support 
given to the New England Medical Center by 
the general public. One is asked by skeptical 
medical educators, ‘‘What can Tufts offer that 
other schools are not giving?’’ The answer is 
that Tufts is actually giving to its students 
some training under the same conditions that 
confront the family doctor. ‘‘Of all patients 
that come to the general practitioner less than 
ten per cent. require hospital care’’ says Dr. 
Holbrook, a general practitioner, in a recent 
article in the Journal of the American Medical 
Association. Yet in the past the only bed cases 
studied by medical students have been in hospi- 
tal wards. 


It was once a familiar sight in Massachusetts 
towns to see a doctor accompanied on his rounds 
by one or more students. The apprentice system 
with its single teacher was the only mode of in- 
struction for a period of one hundred and fifty 
years from the time when worthy Master Giles 
Firmin ‘‘made his round of visits among the 
good folk of Ipswich’’ with his single student 
to the days of Edward Augustus Holyoke of 
Salem, first president of the Massachusetts Medi- 
cal Society, under whom James Jackson, first 
physician to the Massachusetts General Hospi- 
tal, served as an apprentice. A fine tribute to 
his old master is preserved in his (Jackson’s) 
‘‘Letters to a Young Physician’’. That this 
form of teaching had its advantages over mass- 
instruction cannot be denied. Oliver Wendell 
Holmes maintained, to quote his exact words, 
that it is ‘‘the one mode of teaching which can 
never be superseded, and which, I venture to 
say, is more important than all the rest put to- 
gether’’. The genial autocrat, who himself once 
served the Boston Dispensary as a district physi- 
cian, doubtless would be pleased to know that 
this old method of teaching which he commended 
so highly has been revived. Once more, after a 
lapse of one hundred and fifty years, doctors 
with their students can be seen in Boston streets 
going in and out of the homes of the sick poor. 


THE CARE OF THE PATIENT 


James Jackson, the old master of Oliver Wen- 
dell Holmes and also of Austin Flint, leading 
American physician of his generation, always in- 
sisted that the cure of a patient meant the care 
of a patient. These new features in the organi- 
zation of the medical clinic of the Boston Dis- 
pensary as a teaching unit not only aid in the 
education of the graduate assistants and the 
undergraduate students but are all a means of 
giving better care to the patients, and this should 
be the ultimate aim of all medical teaching. 
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PERIPHERAL NEURITIS ASSOCIATED WITH 
GINGER EXTRACT INGESTION* 


BY H. HOUSTON MERRITT, M.D.,t 


HERE has been recently a great deal of in- 

terest manifested, particularly by the news- 
papers, in the sudden onset of paralysis in in- 
dividuals who have drunk ginger extract. Gin- 
ger extract is commonly known as Jamaica gin- 
ger or ‘‘Jakey.’’ Krom the reports in the news- 
papers the disease seems to be quite widespread, 
occurring in many of the states, and reaching 
mild epidemic proportions in several localities. 
We have not, however, found any reports in 
the medical literature regarding such cases.** It 
was thought, therefore, that it would be of in- 
terest to report briefly the clinical records of 
fifteen cases that have been admitted to the 
Boston City Hospital during the period from 
March 4 to April 28, 1930. The case records 
are given briefly below. 

Case 1. Aleoholism denied. ‘‘Grippe’’ two 
months before entry, followed by weakness. The 
patient treated herself with ginger extract with 
subsequent development of pain in the legs and 
paralysis of legs and hands. Reflexes dimin- 
ished. No cutaneous sensory changes. Vibra- 
tory sense diminished. 


A female cook, 42 years old, widowed, was admit- 
ted to Fourth Medical Service of the Boston City 
Hospital on April 9, 1930 with complaint of weak- 
ness in both legs. 

About two months before admission, the patient 
had an upper respiratory infection pronounced as 
“grippe” by her physician. She recovered from this 
quite slowly and about three or four weeks before 
admission took five bottles (10 ounces) of ginger 
extract in three days on the advice of a friend. Im- 
mediately after this she began to have slight 
aching pains in the legs just above and below the 
knees. The legs became very weak and this was 
soon followed by weakness of the hands and a sensa- 
tion of coldness and numbness in hands and feet. 
She stayed at home until the increase of symptoms 
with inability to walk brought her to the hospital. 
She denies any history of taking alcohol and ginger 
extract on any other occasion than above mentioned. 


The past history was irrelevant. 


Physical examination was negative except for slight 
sclerosis of the peripheral vessels and slight hyper- 
tension. Blood pressure 140/90. 


Neurological examination on admission: The 
cranial nerves were negative except for a few slight 
horizontal nystagmoid jerks, especially on left lat- 
eral deviation. 


There was almost complete paralysis of fingers 
and wrists with bilateral wrist drop; paralysis of 
all movements of toes and ankle joints with foot 
drop and weakness of flexor and extensor muscles 
of knee and elbow. The muscles of the extremities 
were hypotonic and there was moderate atrophy of 
thenar, palmar and anterior tibial muscles. There 
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was good strength in abdominal, trunk, shoulder and 
pelvic girdle muscles. Vibratory sense was about 
40% less than normal in the tibiae. No cutaneous 
sensory loss could be detected to cotton, pinprick 
or temperature. There was slight tenderness of the 
calf muscles and the posterior tibial nerve in the 
popliteal space. 

The biceps reflexes were present, but the triceps 
reflexes could not be obtained. Knee jerks were 
present but the ankle jerks and plantar responses 
were absent. 


Laboraiory data 


Urine, sp. gr. 1.020. No albumin. No sugar. 
Occasional W. B. C. Rare R. B. C. 
Blood, R. B. C. 5,200,000. Hgb. 100%. W. B. C. 


5,820. Blood Kahn test negative. 

Spinal fluid: initial pressure 180 mm. of water; 
clear, colorless fluid containing 1 lymphocyte. Globu- 
lin test negative and total protein 26 mgms. per 
100 ¢.c. Wassermann test weakly positive. Gold 
sol 1112100000. 

Course in Hospital—With her stay in the hospital 
there was an initial progress of symptoms with 
more obvious atrophy of the anterior tibial, gas- 


trocnemii, and small muscles of the hands. Subse- 
quently there has been a_ slight improvement, 
particularly in the movements of the knee joint, 


but complete paralysis of toes, ankles and fingers has 
persisted. 


CasE 2. History of aleoholism and recent gin- 
ger extract ingestion. Old syphilitic infection. 
Sudden onset of weakness in legs two weeks 
after slight injury. Marked motor loss, espe- 
cially in lower extremities, with decreased re- 
flexes and slight sensory changes. 


The patient, a single, white male, aged 50, a 
freight-handler by occupation, was admitted to the 
Neurological Service of the Boston City Hospital 
with the complaint of difficulty in walking of two 
weeks’ duration. On March 4, 1930, a large box 
fell on the patient’s calves. For a few days both 
calves were tender and slightly bruised and swollen; 
then they rapidly improved. On March 17, he 
stopped work on account of weakness in his legs. 
The weakness in both legs progressed and the 
patient experienced great difficulty in walking, being 
just able to get about with the aid of a cane. 

Since the age of about twenty he has drunk al- 
coholic beverages occasionally. Usually he drinks 
whiskey or straight alcohol as “alky splits’ (alcohol 
and water, half and half) about two or three times 
a week. About once a year he goes on a real “spree” 
and drinks very heavily for two or three weeks. 
The last such “spree” was three weeks before the 
onset of this present illness. Occasionally the pa- 
tient drinks ginger extract. The last ginger extract 
he drank was about one week before onset of the 
paralysis. At that time he drank several two-ounce 
bottles of the ginger extract. Since the onset of 
the present illness the patient has taken “a few 
drinks, about seven in all’ of “alky splits’. He eats 
in restaurants at irregular hours, but claims to have 
taken a full diet. No history of exposure to heavy 
metals. 

Past history—The patient had the usual diseases 
of childhood. He had pneumonia in 1915. About 
twenty years ago he had a chancre that was treated 
locally and he was given medication by mouth for 
a few months afterwards. 

Physical examination showed pyorrhea and dental 
caries, an emphysematous chest and distant heart 
sounds. Blood pressure 135/100. The peripheral ves- 


sels were moderately sclerosed. 
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Neurological examination showed very irregular 
pupils which reacted poorly to light. The cranial 
nerves were otherwise negative. There was marked 
motor weakness in the toes and ankles where there 
was complete flaccid paralysis, with toe and ankle 
drop. There was moderate weakness of fingers and 
wrists. There was slight diminution of sensation 
to cotton over the sole of the foot and the tip of the 
dorsal surface of the toes. Vibratory sense was lost 
in the right leg and diminished in the left. Position 
sense in toes was good. The right knee jerk was ab- 
sent and the left knee jerk was very sluggish. Ankle 
jerks and plantar responses were absent. There was 
moderate tenderness of muscles and nerve trunks in 
the legs. 

Laboratory data 

Urine: specific gravity 1.023. No albumin, or 
sugar; sediment showed occasional white blood 
corpuscles. No casts. 

Blood: R. B. C. 5,600,000. W. B. C. 5,250. 
globin 85%. Wassermann test positive. 

Spinal fluid: initial pressure 110 mm. of water. 
Total protein 53 mgms. per 100 c.c. The fluid was 
clear and colorless; it contained one lymphocyte. 
The spinal. fluid Wassermann test was negative and 
the gold sol was 1112221000. Gastric analysis showed 
no free acid in fasting specimen but free HCl was 
present after test meal and after histamine was in- 
jected subcutaneously. 

Course in Hospital—The weakness of the fingers 
and wrists increased markedly in the first few days 
after admission. Flexion and extension of the knees 
became weak and slight atrophy of tibial muscles 
became apparent. Otherwise the patient’s condition 
remained unchanged. He was discharged to the 
hospital for chronic patients on April 24, 1930. 


Hemo- 


CasE 3. Gastric upset with chronic alcoholism 
and ginger extract ingestion. Sudden onset with 
slight pain in legs and with rapid development 
of paralysis in legs and hands. Decreased re- 
flexes. Slight hypaesthesia of plantar surfaces 
of feet. Vibratory sense impaired. 


The patient a white, married man, 65 years old, a 
freight-handler was admitted to the Fourth Medical 
Service of the Boston City Hospital on March 21, 
1930, with the chief complaint of pain and weakness 
in both legs. Three weeks before entry the patient 
had an attack of loss of appetite and nausea after 
meals relieved by vomiting, that lasted a week. 
After vomiting the patient would drink alcohol to 
“keep up.” Ten days after entry the patient noticed 
sudden dull aching pains in the calves of both legs, 
which have persisted since then, but are present 
only on standing. At the same time the patient 
noticed slight weakness in both legs that gradually 
increased until he was able to walk very little and 
with great difficulty. He gave a frank history of 
mild chronic alcoholism and recent ingestion of 
ginger extract. His knowledge of the quantity was 
vague, but he states that it was considerable. The 
patient had no other gastric symptoms, and no his- 
tory of exposure to lead or other heavy metals. 

The family history and past history are of no 
interest. 

General physical examination showed moderate 
sclerosis of the peripheral arteries, a blood pres- 
sure of 145/70 and a reducible left inguinal hernia 
about the size of a hen’s egg. 

Neurological examination:—Cranial nerves nega- 
tive. There was a slight weakness of grip in the 
hands, but no paralysis. There was complete paraly- 
sis of movements of the toes and ankles, with hypo- 
tonia of the leg muscles and toe and ankle drop. No 
atrophy of the leg muscles could be: detected. No 
loss of cutaneous sensation could be found. There 
was about 50% diminution of vibratory sense over 
the tibiae. There was slight tenderness over the 





nerve trunks. The deep reflexes in arms: were pres- 
ent. The + knee jerks were diminished and the 
ankle jerks were absent. Plantar responses were 
absent but on stimulation of the plantar surface of 
the foot, the leg would be withdrawn. 

Laboratory data 

Urine: specific gravity varied from 1.006 to 1.002. 
It contained no albumin or sugar. The sediment 
showed rare W. B. C. and no casts. 

Blood: R. B. C. 5,800,000. Hemoglobin 94%. 
W. B. C. 5,000, with normal differential. 

Stool: brown, formed, guaiac test negative. 

Blood: Kahn test negative. j 

Spinal flwid: initial pressure 230 mm. of water, 
normal dynamics, no cells, globulin test negative, 
gold sol negative, total protein 22 mgm. per 100 c.c. 
Wassermann test negative. 

X-ray examination showed the gastro-intestinal 
tract negative. 

Lung fields clear, Heart within normal limits; 
some calcification of the arteries of both legs. 

Course in Hospital—The motor weakness in the 
legs increased for the first week or two after ad- 
mission and the toe and ankle drop became more 
marked. Weakness of the flexor and extensor mus- 
cles of the knees developed, with slight weakness of 
the abductors and adductors of the thigh. The 
weakness of the fingers became more marked and 
weakness of the flexor and extensor muscles of the 
wrist developed, together with moderate weakness 
of pronator, supinators and biceps muscles of the 
arms. Slight atrophy of palmar and anterior tibial 
muscles became apparent, and slight pitting oedema 
of feet could be detected. Light touch sense became 
impaired over the distal plantar surface of the 
feet. é 


Case 4. Alcoholism and ginger extract 
ingestion denied. Rapid onset of paralysis in 
legs and weakness in fingers and wrists with toe 
and ankle drop; diminished reflexes, nystag- 
mus, vibratory sense impaired, no cutaneous 
sensory loss. 


The patient, white, single, a waitress, aged 45, was 
admitted to the Neurological Service of the Boston 
City Hospital, March 26, 1930, with the complaint 
of difficulty in walking. About March 16 the patient 
began to notice a sensation of coldness and numbness 
in both feet. These feelings were transient but re- 
curred several times. On March 23 legs became 
very weak and by March 25 she was entirely unable 
to walk. There had been, in addition, occasional 
slight pain in the ankles and knees. The patient 
worked as a waitress at hotels. There were no gas- 
tric symptoms or deficient dietary history. There 
had been no exposure to lead nor had she taken 
any drug. She claimed that she did not drink al- 
coholic liquors, but her relatives stated that she 
had been a chronic alcoholic for years and had been 
accustomed to drinking ginger extract in large 
quantities. 

Her family history and past history were of no 
interest. 

General physical examination showed pyorrhea and 
dental caries, slight sclerosis of the peripheral ar- 
teries and a blood pressure of 160/110. 

Neurological examinaiion—The cranial nerves 
were normal except for a slight horizontal nystag- 
mus, and slight tremor of the lips and tongue. The 
motor system showed paralysis of movements of 
toes and ankles. There was marked weakness of 
movements at the knee joints, bilateral toe and 
ankle drop, with hypotonia of muscles but no ob- 
vious atrophy. There was moderate weakness of 
grip and bilateral wrist drop with slight weakness 
and hypotonia of arm and forearm muscles. Cutane- 
ous sensation to touch, pain and temperature was 
everywhere normal; vibratory sense was diminished 
about 50% over both tibiae. There was slight ten- 
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derness on pressure over the nerve trunks. The 
deep reflexes in the arm were present, but the knee 
jerks, ankle jerks and plantar responses were ab- 
sent. 

Laboratory data 

Urine: acid, specific gravity 1.015, albumin and 
sugar negative, epithelial cells and occasional 
W.B.C. in sediment. 

Blood: R.B.C. 5,510,000. Hb. 73%. W.B.C. 4,100 
with normal differential count and platelets normal. 
Blood Wassermann test negative. 

Gastric analysis showed normal acidity. 

Spinal fluid: pressure 180 mm. of water, 2 lympho- 
cytes, globulin slightly positive. Total protein 50 
megms. per 100 ¢.c. Gold sol 0001100000, Wassermann 
test negative. A second lumbar puncture performed 
about one month after the first showed an increase 
in the total protein to 90 mgms per 100 c.c. and the 
gold sol was 0012211000. 

Course in Hospital—The weakness of the fingers 
and wrists increased after admission and also the 
weakness of flexion and extension of the knees. 
Moderate atrophy of the thenar, palmar and anterior 
tibial muscles became apparent. On _ stimulating 
the plantar surface of feet an equivocal defense re- 
flex was obtained. 


CasE 5. History of aleoholism and recent gin- 
ger extract ingestion. Sudden onset of paralysis 
of feet with slight pain. Paralysis spread to 
fingers and wrists. Reflexes decreased. Slight 
cutaneous hypaesthesia over feet. 


The patient, a laborer aged 59 years, white, mar- 
ried but separated, was admitted to the Neurological 
Service of the Boston City Hospital March 21, 1930, 
with the chief complaint of pain and weakness in 
both legs. Two weeks before entry the patient had 
a gastro-intestinal upset in which he vomited once 
and had diarrhea for two days. On March 17, 1930 
the patient noticed on waking slight sensations of 
coldness and numbness on the soles of both feet. On 
arising, cramp-like pains in the calves of both legs 
developed. The following day he was unable to raise 
his toes from the ground and on March 20 he was 
obliged to stop work on account of the weakness of 
both legs. He could not lift his feet in walking and 
in order to walk at all he had to slide the foot along, 
dragging the toes. Weakness, occasional cramp-like 
pains and toe-drop have remained. On the day of 
admission he complained of “pins and needles” sen- 
sations in the right hand. 

For many years the patient had used alcoholic 
beverages, usually about a pint a week, including 
ginger extract. He is occasionally intoxicated. He 
drinks usually straight whiskey, or “‘alky splits” and 
beer. For about a month before admission to the hos- 
pital the patient had been drinking about two two- 
ounce bottles of ginger extract almost daily, the last 
being ingested a few days before admission. 

His past history was irrelevant, except for nocturia 
for the past few years. 

Physical examination showed pyorrhea and dental 
caries. The blood pressure was 165/92, and there 
‘was moderate peripheral arteriosclerosis. 

Neurological examination—Cranial nerves nega- 
tive. There was moderate weakness of the finger 
and wrist muscles, flaccid paralysis of the toe and 
ankle muscles, with toe and ankle drop; moderate 
weakness of the flexor and extensor muscles of the 
knees; slight hypaesthesia to cotton over the soles of 
the feet. There was no loss of pain or temperature 
sense. Position and vibratory sense were normal. 
There was very slight tenderness on pressure over 
the posterior tibial nerve trunk. The reflexes in 
arms were normal. The knee jerks were diminished 
and the ankle jerks were absent. The plantar re- 
sponses were absent, but stimulation of the plantar 





surface of the foot on both sides resulted in an in- 
voluntary withdrawal of the leg. 

Laboratory data 

Urine: sp. gr. 1.022, albumin 1+. No sugar. Rare 
finely granular cast, occasional W. B. C. Phthalein 
excretion, first hour 45%, second hour 15%. 

Blood: R.B.C. 5,700,000 Hb. 90%. W.B.C. 7,050 
with normal differential. Wassermann test negative. 

Spinal fluid: initial pressure 150 mm. of water, 
dynamics normal. Fluid was clear and colorless 
with no cells. The total protein was 41 mgms. per 
100 c.c. The Wassermann test was negative. Gold 
sol 1111110000. 

Gastric analysis showed normal amount of free 
HCl in fasting content and at intervals after test 
meal. 

Course in Hospital—For the first few days after 
admission there was an increase in the paralysis, 
especially in the wrists and knee muscles with de- 
velopment of obvious atrophy of the small muscles 
of the hands and the anterior tibial muscles. Mod- 
erate subcutaneous oedema of the feet developed and 
the skin of the legs became somewhat scaly. After 
the initial progress of symptoms there has been no 
appreciable change in the muscles. 


CasE 6. Chronic aleoholism and recent gin- 
ger extract ingestion. History of transient am- 
blyopia and motor weakness three years ago. 
Sudden onset of paralysis in legs with moder- 


ate pain. Reflexes diminished. No objective 
sensory loss. 
A white male 52 years’ old, unmarried, a 


lineman for the Telephone Company was admitted 
to the Neurological Service of the Boston City Hos- 
pital, March 18, 1930 with the chief complaint of 
weakness of the legs. Eight days before entry the 
patient suddenly noticed weakness in both legs. 
Three days later he had to stop work because he 
could not stand up. At the same time he felt sensa- 
tions of numbness and coldness in both legs in the 
calf regions. He remained in bed five days and was 
then brought to the hospital. The weakness was 
more pronounced and there were moderate cramp-like 
pains occasionally present in both legs. The patient 
states he has drunk alcoholic beverages ever since he 
was a boy. For the past thirty years he has drunk 
anything obtainable, usually “moonshine”, ‘“alky- 
splits’, wine or beer. He has drunk considerable 
Jamaica Ginger or “jakey’” for ten or twelve years, 
as have most of his friends. About three weeks be- 
fore admission the patient had an attack of “flu”, 
with head cold, loss of appetite, and insomnia, and 
treated himself at home by staying in bed and drink- 
ing ginger extract, two or three two-ounce bottles 
every night for a week. The patient states that he 
would mix the extract with hot water. No history 
of dietary deficiency or exposure to toxic metals was 
obtained. 

Past history—The patient had been a _ steady 
smoker and heavy drinker for many years. He does 
not recall childhood diseases. About three years ago, 
when drinking heavily, he had generalized weakness, 
and transient amblyopia. The amblyopia lasted 
about four days and the weakness continued for about 
three weeks, but was not comparable in severity to 
his present weakness. 

Physical examination showed pyorrhea and dental 
caries. Blood pressure 122/79. The lungs were 


hyperresonant and the peripheral vessels were mod- 
erately sclerosed. 

Neurological examination—Cranial nerves normal. 
There was complete paralysis of toes and ankle, and 
weakness of the flexors and extensors of the knees. 
The muscles of legs were hypotonic and there was 
some slight atrophy of the calf muscles. 


The motor 
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power in the upper extremities was normal. No 
cutaneous sensory loss was detected. The knee jerks 
were sluggish and the ankle jerks were absent. The 
plantar responses were absent. 

Laboratory data 

Urine: Sp. gr. 1.021, no albumin or sugar. Sedi- 
ment negative. 


Blood: R. B. C. 5,930,000, Hb. 90%, W. B. C. 10,850 
with normal differential count. Blood Wassermann 
and Kahn tests negative. 


Gastric analysis showed free HCl to be present in 
the fasting stomach and after a test meal in normal 
amounts. 


Spinal fluid: initial pressure 90 mm. of water, 
dynamics normal; the fluid was clear and colorless 
and contained 2 lymphocytes. -The total protein was 
20 mgms. per 100 c.c. The Wassermann test was 
negative and the Gold sol was 1233321000. 


Course in Hospital—The weakness in the lower 
extremities rapidly increased and toe and ankle drop 
developed a few days after admission. Weakness in 
the fingers and wrists also rapidly developed, with 
bilateral wrist drop. Since this early progression of 
symptoms the condition has remained about sta- 
tionary. However, atrophy of the calf muscles has 
become more marked. The patient was discharged 
to his family on April 20, unimproved. He was un- 
able to walk or to feed himself. 


Case 7. Mild chronic alcoholism with ginger 
extract ingestion. Sudden onset of paralysis of 
legs with slight pain in calf muscle. Slight nys- 
tagmus. Reflexes diminished. Slight changes 
in deep sensibility. 


The patient, 64 years old, white, a widow was ad- 
mitted to First Medical Service of the Boston City 
Hospital, March 28, 1930, with the chief complaint of 
pain and weakness in the legs. The onset was sud- 
den, about one week before admission, with pain 
and weakness in both legs. The patient described 
the pain as “cramp-like’ and it is most marked in 
the calf muscles. For three days she has had sen- 
sations of numbness and coldness in both feet. She 
has been unable to walk since onset. 

The patient gave a frank story of mild chronic 
alcoholism with recent ingestion of ginger extract in 
considerable quantities. 

Past history—She has had occasional attacks of 
“arthritis” for several years. For the last three 
years she has had slight oedema of the ankles. 
Nocturia has been present for the past year or more. 

Physical examination showed that the heart was 
enlarged, with systolic blow replacing the first sound, 
heard loudest at the second right interspace. The 
peripheral arteries were slightly sclerosed and the 
blood pressure was 270/104. There was slight oede- 
ma of the legs. 

Neurological examination—The cranial nerves were 
negative except for small irregular pupils which re- 
acted poorly to light and accommodation, and slight 
horizontal nystagmus, especially on right lateral 
deviation. The motor system showed paralysis of 
movements of toe and ankle joints, with toe and 
ankle drop and weakness of movements of the knees. 
There was only slight weakness of the hand muscles 
and no detectable weakness of the wrist muscles. 
The muscles of the legs were hypotonic but there 
was no obvious atrophy. No impairment of cutane- 
ous sensation could be detected. No tenderness was 
found on pressing on muscles or nerve trunks. There 
was slight diminution of vibratory sense over both 
tibiae and impairment of position sense of toes. The 
deep reflexes in the arms were normal. The knee 
jerks were present, but no ankle jerks could be 
elicited. Plantar responses were absent. 

Laboratory data 

Urine: normal. 





Blood: W.B.C. 12,000 Hb. 71%. Kahn test. 
negative. 

Spinal fluid: the initial pressure was 100 mm. of 
water and the fluid was clear and colorless with no. 
cells. Globulin test was negative and the total pro-. 
tein was 43 mgms. per 100 cc. The Wassermann. 
test was negative and the gold sol was 0000000000. 

Electrocardiogram showed normal sinus rhythm. 
A seven foot plate of the heart showed aortic en- 
largement and slight general enlargement. X-ray of 
knees showed hypertrophic arthritis. 

Course in Hospital—The patient left the hospital 
against advice on April 17, 1930 without any change 
in her condition. 


Case 8. Moderate alcoholism and ginger ex- 
tract ingestion. Rapid onset of weakness in 
legs, spreading into arms. Flaccid paralysis of 
toes and ankles, weakness in hands. Nystag- 
mus. Absent ankle jerks and plantar responses. 
Hypaesthesia on plantar surface of feet; im- 
paired vibration sense in the tibiae. 


A white, single, male, 45 years old, a truck driver, 


was admitted to the Third Medical Service of the 
Boston City Hospital on April 2, 1930, with the 
chief complaint of weakness in both legs. One week 
before he began to notice weakness and cramp-like 
pains in the calves of both legs. These increased so. 
that in three days he was hardly able to walk. The 
pains were present at irregular intervals and were 
increased on standing up. The patient admits a 
history of moderate alcoholism and recent ingestion. 
of ginger extract, “ten or twelve bottles’, the last 
about one week before onset of the present illness. 
He states that he has drunk ginger extract at in- 
tervals for the last twelve years. There was no his- 
tory of dietary deficiency or exposure to heavy metals. 
The patient has had nocturia for the past five years; 
otherwise the past history and family history are 
irrelevant. 

Physical examination—There was oral sepsis, 
dental caries, and moderate peripheral arteriosclero- 
sis. The sternum was prominent, with “pigeon- 
breast deformity”. Blood pressure 210/110. 

Neurological examination—Cranial nerves nega- 
tive except for slight irregularity and inequality of 
the pupils, R>L, with sluggish light reactions and 
horizontal nystagmus, especially on right lateral 
deviation. The motor system showed slight weak- 
ness of grip in both hands and slight weakness of 
the extensors of the wrists, but no wrist drop. There 


] was a flaccid paralysis of the toes and ankles with 


slight weakness of the flexors and the extensor mus- 
cles of the knees. There was slight tenderness of 
the calf muscles and nerves in the popliteal space. 
There was slight atrophy of the anterior tibial mus- 
cles. No cutaneous sensory loss was detected. 
Vibratory sense was lost over the right tibia and 
distinctly impaired over the left tibia. The deep re- 
flexes in the arms were normal and the knee jerks 
were active. The ankle jerks and plantar responses 
were absent. 

Laboratory data 

Urine: sp. gr. 1.020, no albumin or sugar. Sedi- 
ment normal. 

Blood: Hb. 80%. W. B. C. 5,600. Wassermann test 
negative. 

Spinal fluid: initial pressure 240 mm. of water,. 
dynamics normal, no cells; total protein 33 mgms. 
per 100 c.c. Gold sol 0000000000. Wassermann test 
negative. 

Course in Hospital—The weakness of the flexor 
and extensor muscles of the knees increased and 
atrophy of the palmar muscles became apparent. 
Impairment of light touch sense over the plantar 
surface of the feet developed. 


Case 9. Attack of bronchitis, followed one 
week later by development of pain and weak- 


See ae 
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ness in legs. History of mild alcoholism and 
vinger extract ingestion. Paralysis of muscles 
of toes and ankles. Diminished deep reflexes. 
No sensory changes. 

A white, male, 60 years old, a hotel doorman, was 
admitted to the Neurological Service of Boston City 
Hospital, March 31, 1930, with the chief complaint 
ot weakness of the legs. The patient had been con- 
fined to his home for the first two weeks in March 
with an attack of bronchitis. On March 21, a week 
atter he had returned to work, he noticed sensa- 
tions of coldness and numbness in his legs. This 
continued and on the 23rd weakness of his legs de- 
veloped which necessitated his stopping work. On 
the 26th his legs were so weak he could only 
walk by dragging his feet. The weakness had pro- 
gressively increased up to the time of admission. 
There was no history of dietary deficiency or ex- 
posure to lead. The patient gave a history of moderate 
alcoholism for many years and stated that he had 
drunk ginger extract at infrequent intervals but 
could not remember drinking any in the past three 
months. 

Past history and family history irrelevant. 

Physical examination showed sibilant and crep- 
itant rales throughout both lungs. There was a 
soft systolic murmur at the apex of the heart, mod- 
erate peripheral arteriosclerosis and slight oedema 
of the legs. Blood pressure 156/86. 

Neurological exramination—The cranial nerves 
were normal. There was paralysis of the toe and 
ankle muscles and weakness of the flexor muscles of 
the leg. No weakness of the muscles of the upper 
extremity. No cutaneous sensory changes could be 
found. There was slight tenderness of the calf mus- 
cles. The deep reflexes of the arms were normal. 
The knee jerks were normal but the ankle jerks were 
absent. No plantar response could be obtained. 

Laboratory data 

Urine: clear, sp. gr. 1.011, no albumin, no sugar; 
sediment contained rare W. B.C. 

Blood: R. B.C. 6,000,000. Hb. 90%. 
Blood Wassermann test negative. 

Gastric analysis showed a normal amount of free 
HCl after a test meal although none was present in 
the fasting contents. 

Spinal fluid: under a pressure of 150 mm. of water, 
the fluid was clear and colorless and contained 1 
white blood cell per cu. mm. The globulin test was 
negative and the total protein content was 20 mgms. 
per 100 ¢c.c. Wassermann test negative. 

X-rays of lungs showed increase of all bronchial 
markings; diagnosis, chronic bronchitis. X-ray of 
teeth, negative. 

Course in Hospital—The patient was discharged on 
April 25 to the Chronic Hospital with no change in 
his condition except the development of slight 
atrophy of the anterior tibial muscles and the 
development of slight weakness of the hand muscles. 


Case 10. Rapid onset with pains in lees and 
rapid development of paralysis of toes, ankles, 
fingers and wrists. Atrophy of palmar and an- 
terior tibial muscles. Ankle jerks and plantar 
responses lost. Other reflexes intact. Hypaes- 
thesia to cotton over the distal plantar surface 
of the feet. Slight loss of vibratory sense in 
tibiae. 


W. B.C. 9,600. 


A white, single, male, 27 years old, a teamster, was 
admitted as a transfer from the Second Medical Serv- 
ice to the Neurological Service of the Boston City 
Hospital April 28, 1930. His chief complaint was 
weakness in legs and wrists. The onset was April 5, 
1930 with sharp pains down the back of both legs. 
He remained ambulatory for two days, then noticed 
progressive weakness in the calves of both legs 





which forced him to stop work on April 10. He re- 
mained at home in bed on account of weakness and 
moderate tenderness of the calves of both legs, and 
came to the hospital on April 22. The patient stated 
that he drank liquor regularly, taking on occasion 
sufficient alcohol to become intoxicated. He also 
drank ginger extract, the last of which he took be- 
tween March 26 and April 1, consuming during this 
time ‘fa pint or more” of ginger extract. At this 
same time he drank a quart of “smoke” and some 
“moonshine.” The patient stated that three com- 
panions who drank this same liquor now have paral- 
ysis of the arms and legs. There was no history of 
dietary deficiency or exposure to lead. 

The past history and family history were irrelevant. 

The physical examination was negative. 

Neurological eramination—The cranial nerves were 
negative. There was complete paralysis of the fingers 
with slight beginning fiexor contracture. Flexion 
and extension movements of the wrists were very 
weak with bilateral wrist drop. There was obvious 
atrophy of the palmar and thenar muscles, and the 
skin of the palms was scaly and desquamating. There 
was marked weakness of the biceps and slight weak- 
ness of the triceps. There was complete paralysis 
of all movements of the toes and ankles, with slight 
bilateral toe and ankle drop. There was marked 
weakness of the flexors and extensors of the knees 
and of the abductor and adductor muscles of the 
thighs. There was definite atrophy of the anterior 
tibial muscles. No disturbance of cutaneous sensa- 
tion to pain or temperature could be detected, but 
there was slight hypaesthesia to cotton over the 
distal plantar surfaces of the feet. There was only 
very slight tenderness of the calf muscles and the 
posterior tibial nerve in the popliteal space. There 
was slight diminution of vibratory sense over both 
tibiae. Biceps, triceps and knee jerks were present, 
but ankle jerks and plantar responses were absent. 

Laboratory data 

Urine: Sp. gr. 1.028, no albumin or sugar; sedi- 
ment negative. 

Blood: W. B. C. 4,940, Hb. 85% Wassermann test 
negative. 

Spinal fluid: initial pressure 140 mm. of water, 
dynamics normal. The fluid was clear and colorless 
with no cells. Globulin test negative. Wassermann 
test negative. Colloidal Gold 0000000000. 

Gastric analysis showed free HCl present in nor- 
mal amount after a test meal. 


Case 11. 
extract ingestion. 
slight pain in legs. 


History of aleoholism and ginger 
Rapid onset of weakness with 
Partial paralysis of lower 
und upper extremities with decreased reflexes 


and later muscular atrophy. No sensory loss. 

A married, white male, 37 years old, a machinist, 
was admitted March 28, 1930 to the Neurological 
Service of the Boston City Hospital with the chief 
complaint of difficulty in walking of ten days’ dura- 
tion. On March 18, the patient first noticed slight 
cramp-like pains in the left leg on walking. On 
March 19 the pains in the left leg had been constant 
and had slightly increased. The patient noticed a 
slight limp as he walked. On March 21 he noticed 
pains in the right leg and the next day weakness in 
that member. On March 25 he had slight weakness 
in both hands, but no pain. The pains in the legs 
stopped and the weakness in all members increased. 
He was just able to walk. 

The patient states that he has drunk alcoholic 
beverages moderately and sometimes immoderately 
since the age of about twenty. Usually he drinks 
wine or whiskey and straight alcohol, as “alky- 
splits’. He does not drink during the week, as a 
rule, but drinks on Saturday nights, when he drinks 
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one or two quarts of Italian or Portuguese wine and 
in addition, one- or two-ounce bottles of ginger ex- 
tract. For an indefinite period he has done this, 
ingesting on the average about three bottles of gin- 
ger extract a week. The last he had drunk was 
about 10 days before onset of the present illness. He 
statead that there was no exposure to lead in his 
work and he gave no history of dietary deficiency. 


Past history—He received a severe electric shock 
in 1911, after which he was unconscious for an hour. 
In 1921 he had a cystic kidney removed. He had 
otitis media 20 years ago and occasionally has slight 
discharge from the right ear. 

Physical examination negative. 
130/72. 


Neurological examination—The cranial nerves were 
negative, except for middle ear deafness on the right 
and a few nystagmoid jerks on right lateral devia- 
tion. There was complete paralysis of the toes and 
of both ankles, with slight toe and ankle drop. There 
was only slight weakness of the flexor and extensor 
muscles of the knees. The fingers and wrists were 
moderately weak. The muscles of the extremities 
were slightly hypotonic but there was no obvious 
atrophy. No cutaneous sensory changes were found. 
The deep reflexes were normal in the arms, dimin- 
ished at the knees, and absent at the ankles. Plantar 
responses were absent, and there was slight tender- 
ness of the calf muscles and over the nerve trunks in 
the legs. 

Laboratory data 

Urine: Sp. gr. 1.019, no albumin or sugar, occa- 
sional W.B.C., no casts. 

Blood: W. B. C. 7,700. 
mann test negative. 

Gastric analysis showed free HCl present in nor- 
mal amounts in a fasting specimen and after a test 
meal. 

Spinal fluid: initial pressure 150 mm. of water, 
dynamics normal. The fluid was clear and colorless 
and contained one lymphocyte. The globulin test 
was negative and the total protein content was 36 
mgms. per 100 c¢.c. Gold sol 0111000000. Wasser- 
mann test negative. 

Course in Hospital—There was a slight increase 
in the motor weakness of the hand muscles and be- 
ginning atrophy of the palmar and the anterior tibial 
muscles, but otherwise the patient’s condition was 
essentially unchanged when discharged to his family, 
April 22. He was barely able to walk with support 
and could use his hands only enough to feed himself 
with difficulty. 


Blood pressure 


Hb. 85%. Blood Wasser- 


CasE 12. Very rapid onset of weakness of 
legs with cramping pains in ecalf muscles. De- 
velopment of paralysis of muscles of toes, ankles, 
fingers and wrists with sight muscular atrophy. 
Ankle jerks and plantar responses absent. Other 
reflexes intact. No cutaneous sensory loss. No 
improvement. 


A single, white, male laborer, 35 years old, was 
admitted to the Neurological Service of the Boston 
City Hospital, April 29, 1930 with the chief complaint 
of weakness and pain in the legs. The onset was 
three weeks before entry and one week after ginger 
extract ingestion, with cramping pains in his calves, 
followed three days later by weakness of the legs 
and difficulty in walking. One week after onset the 
patient noticed weakness in his hands; he could not 
flex his fingers well. He became unable to take care 
of himself at home with the increase of symptoms 
and came to the Hospital for treatment. He gave no 
history of exposure to metals and no history of 
dietary deficiency or gastric disturbances. He states 
that he has always drunk considerable liquor, fre- 









quently by himself. One week before onset of the 
present illness he drank two two-ounce bottles of 
ginger extract and perhaps some more. 

The past history and family history were irrelevant. 

Physical examination was negative except for 
dental caries. Blood pressure 118/64. 

Neurological examination—The cranial nerves were 
normal. There was almost complete paralysis of 
the finger muscles with only slightest movement re- 
maining. The flexors and extensors of the wrists 
were very weak, with bilateral wrist drop. There 
was complete paralysis of the toes and ankles, with 
bilateral foot drop. There was slight atrophy of the 
palmar and anterior tibial muscles. No loss of 
cutaneous light touch, pain or temperature sense 
could be detected. Vibration and position sense 
were also normal. There was very slight tenderness 
of the calf muscles and of the posterior tibial nerve 
in the popliteal space. 

Laboratory data 

Urine: Sp. gr. 1.010, no albumin, no sugar. 

Blood: W.B.C. 17,100. Hb. 90%. Blood Wasser- 
mann test positive. 

Spinal fluid: initial pressure 160 mm. The fluid 
was clear and colorless, contained 7 lymphocytes cu. 
mm. The globulin test was faintly positive. The 
total protein content was 40 mgms. per 100 ¢.c. The 
gold sol test was 0011110000, and the Wassermann 
reaction was negative. 

Gastric analysis showed no free HCl in the fasting 
stomach, after a test meal, or after histamine in- 
jection. 


Case 13. Chronic alcoholism and ginger ex- 
tract ingestion. Sudden onset with paralysis in 
arms and legs. No pain. No cutaneous sensory 
loss. Deep reflexes lost in legs. 


The patient was a 65-year-old widower admitted 
to the Third Medical Service of the Boston City Hos- 
pital on April 24, 1930, with the complaint of in- 
ability to walk or use his hands. He dated the onset 
from April 7, when he noticed weakness in the 
hands and feet, together with sensations of numb- 
ness and tingling in them; there was, however, no 
pain. On April 8 the weakness had progressed mark- 
edly and on the ninth his legs were so weak he could 
hardly waik. He has been a heavy drinker of al- 
cohol all his life and for the past six months he 
has drunk one or more 2-ounce bottles of ginger 
extract daily. No history of dietary deficiency or 
exposure to lead was elicited. 

Physical examination showed dental caries and 


moderate sclerosis of peripheral vessels; the blood 
pressure was 120/60. 
Neurological examination—The cranial nerves 


were negative. There was complete paralysis of all 
movements of the toes and ankles. There was marked 
weakness of flexion and extension of the knees and 
slight weakness of abduction and adduction of the 
thighs. The movements of the fingers and wrists 
were paralyzed, and there was marked weakness of 
the pronators, supinators, biceps and triceps. There 
was definite atrophy of the thenar, palmar and an- 
terior tibial muscles. There was slight tenderness 
of the muscles of the legs and of the posterior 
tibial nerve. There was no loss of cutaneous sen- 
sation to cotton or pin-prick. Vibratory sense was 
impaired about 25% over both tibiae. Position sense 
in the toes was normal. The deep reflexes in the 
arms were normal, but the knee jerks, ankle jerks 
and plantar responses were absent. 

Laboratory data 

The urine was normal. 


Blood: W.B.C. 9,000, Hb. 85%. Blood Kahn test 


negative. 
Lumbar puncture showed the spinal fluid to 
be under pressure of 150 mm. of water. The fluid 


was clear and colorless with no cells. 


The total pro- 








10 


PERIPHERAL NEURITIS—MERRITT AND MOORE 


N. E. J. of M. 
July 3, 1930 





tein content was 40 mgms. per 100 c.c. and the 


Wassermann test was negative. 


Case 14. Chronic alcoholism. Regular drink- 
er of ginger extract. Weakness of legs appeared 
without pain. Paralysis of toes and ankles. 
Slight hypaesthesia of the plantar surface of 
the toes, and diminished vibratory sense. Re- 
fiexes diminished. 


A 55-year-old, white, married laborer was admitted 
to the Fourth Medical Service of the Boston City 
Hospital, April 30, 1930, complaining of weakness in 
the legs of four days’ duration. The patient gave a 
history of chronic alcoholism, but claims that he has 
drunk ginger extract only on one occasion, about ten 
days before onset of the paralysis; his wife, however, 
says that they have been drinking one or two bottles 
per day for months. He states that his wife devel- 
oped paralysis of her legs at the same time that his 
weakness appeared. There was no pain, numbness 
or tingling with the onset of the weakness. 

Physical examination negative. Blood pressure 
150/90. 

Neurological examination—The cranial nerves 
were normal. There was complete paralysis of the 
movements of the toes and ankles, but there was 
good strength in the movements of the knees. There 
was slight weakness of the hand grip and slight 
weakness of the extensors of the wrists. No atrophy 
could be detected, and the only cutaneous sensory 
change noted was a slight hypaesthesia to cotton on 
the plantar surface of the toes. Vibratory sense 
was diminished about 50%. ‘There was no tender- 
ness of muscles or nerve trunks. The deep reflexes 
in the arms were normal. The knee jerks were 
hypo-active and the ankle jerk and plantar responses 
were absent. 

Laboratory data 

Urine: 1.036, albumin and sugar tests negative. 
sediment negative. 

Blood: W. B. C. 11,600, Hb. 80%. 
negative. 


Cast 15. 
gree of ginger extract ingestion. Sudden acute 
onset of paralysis of legs without pain. Spread 
of paralysis to arms. No cutaneous sensory 
changes. Vibratory sense diminished. Possible 
involvement of myocardium by toxin. 


A 48-year-old, married, white female, the wife of 
patient No. 14, was admitted to the Third Medical 
Service of the Boston City Hospital, April 30, 1930. 
The patient was perfectly well until April 18, when 
her legs suddenly became weak and she fell to the 
ground. The weakness of the legs was so marked 
that she had to be helped into her house and to bed. 
She was able to move her legs but was unable to 
move her toes or ankles. Two days later she noticed 
pain in the calf muscles and ten days after the onset, 
weakness of the fingers and wrists developed. She 
came to the hospital 12 days after the onset. The 
patient has drunk about half a pint of alcohol daily 
for the past four or five years and she has taken 
four or five 2-ounce bottles of ginger extract, daily for 
the past five years. 

Past history and family history were irrelevant. 

Physical examination showed pyorrhea and dental 
caries. Blood pressure 170/108. 

Neurological examination—The cranial nerves 
were negative except for slight weakness of the 
lower and upper face muscles on both sides. 

There was complete paralysis of the toes and 
ankles, extreme weakness of all movements of the 
knee joints, and very marked weakness of adduction, 
abduction, flexion and extension of the hips. There 
was complete paralysis of the fingers and wrists 


Blood Kahn test 


Chronic aleoholism and extreme de- 





with almost complete paralysis of the biceps, triceps, 
supinator and pronator muscles, and weakness of all 
movements of the shoulder joint. There was atrophy 
of the small muscles of the hands, the anterior tibial 
and the gastrocnemii. There was no cutaneous 
sensory loss to touch, pain or temperature, except for 
slight hypaesthesia of the distal plantar surface of 
the feet to cotton. Vibratory sense was diminished 
about 50% over both tibiae. There was slight ten- 
derness of the calf muscles and the posterior tibial 
nerves. The deep reflexes in the arms were very 
much diminished, as were also the knee jerks. The 
ankle jerks and plantar responses were absent. 

Laboratory data 

Urine: sp. gr. 1.025, no albumin, no sugar; sedi- 
ment negative. 

Blood: R. B. C. 5,700,000, Heb. 70%, W. B. C. 8,600, 
normal differential count. Blood Kahn test negative. 

Course: The condition of the patient changed very 
little after admission. On attempting to sit up, one 
day, she became very cyanotic and dyspneic, with a 
pulse rate of 160 per minute. Stimulants were re- 
quired to revive her. 5 


DISCUSSION 


Table I shows that in only two of the fifteen 
eases was a history of alcoholism denied, and in 
most cases the individual could be classed as a 
chronic alcoholic. All of the cases, except one, 
gave a history of drinking ginger extract. Some 
of these had been accustomed to drinking it for 
years, but Case 1 stated that she had not drunk 
any ginger extract except a relatively small 
amount a few days before the onset of the 
paralysis. Case 4 denied any history of drink- 
ing alcohol or ginger extract, but it was the opin- 
ion of all examiners that her statements were 
probably untrue, and this was confirmed by 
relatives. Therefore, she was included in this 
series. 

The onset of the neuritis was preceded in three 
cases by an upper respiratory infection, de- 
seribed as ‘‘flu’’, ‘‘grippe’’ and ‘‘bronchitis’’, 
and by gastro-intestinal upset in two eases, 
which may have been related to acute alcoholism. 
It is interesting to note that Case 1 denied aleo- 
holism and states that she was recuperating from 
“‘flu’’, and took five bottles (2 ounces each) of 
ginger extract in a period of three days, as a 
tonic. Paralysis of the legs followed almost im- 
mediately afterwards. 

The onset of the paralysis was very rapid in 
most cases. Twelve of the cases noticed paraly- 
sis within four days after the onset of the initial 
symptoms of pain or numbness, and in six eases 
the motor paralysis was the first symptom noted. 

In all of the cases there was complete paralysis 
of the muscles moving the toes and ankles; as 
shown in Table II, in twelve cases there was 
weakness or paralysis of the fingers and wrists, 
and nine cases showed involvement of the knee, 
thigh or elbow muscles. Muscular atrophy was 
most marked in the cases in which there was 
paralysis of the small muscles of the hands. 
Trophie disturbances were noted in four cases 
only, and these were very mild. Two eases 
showed a brawny desquamation of the skin on 
the palms, and two patients had oedema of the 
feet after sitting up for a short interval. 
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Pain was not a very severe symptom in any of 
the cases, but most of the patients had slight pain 
in the calf muscles and a sensation of numbness 
in the hands and feet. Cutaneous sensory loss 
was not marked, and in eight cases none could be 
detected; in the other seven there was an im- 
pairment of the sense of light touch (to cotton) 
on the soles of the feet and the dorsal surface of 
the toes. Vibratory sense was impaired in eleven 
cases. No change was noted in the pain or tem- 
perature sense of the skin. The plantar re- 
sponses and ankle jerks were absent in all cases, 
but the knee jerks were lost in only two cases. 
In four cases a defense reaction was elicited on 
stimulating the plantar surface of the feet. This 
suggests that possibly in these cases the patho- 
logical process may not be entirely confined to 
the nerves, but may involve the cord to some ex- 
tent. Additional findings which would tend to 
support this hypothesis were the slightly in- 
creased protein content and abnormal colloidal 
gold curves found in the cerebrospinal fluid of 
several of these cases. 

The cause of this epidemic of neuritides is not 
clear. The cases have a common symptomatology 
and similar physical findings. We have not been 
able to find any exactly similar eases in the lit- 
erature. They differ from the ordinary alcohol 
neuritis in the suddenness of onset, absence of 
severe pain and hyperaesthesia, and the pre- 
dominance of motor symptoms without marked 
sensory loss. It cannot be denied, however, that 
alcohol may have been a large factor in the 
causation as practically all of the cases occurred 
in alcoholics. It is extremely unusual for such 
a number of alcoholic neuritides to occur in so 
short an interval, and this epidemic is similar to 
the epidemic in England reported by Reynolds 
in 1901. There were several hundred eases and 
arsenic contamination of beer was proved the 
etiological factor. 

None of our cases were exposed to lead, and no 
lead line was found on the gums of any of the 
patients. The urine from two of these cases was 





tested for lead by Drs. A. G. Young and F. H. L. 
Taylor of the Thorndike Memorial Laboratory of 
the Boston City Hospital, but none was found. 

The majority of the cases occurred in individ- 
uals of middle age or older, and such complicat- 
ing factors as arteriosclerosis, hypertension, 
dental caries, syphilis, ete., were met with but 
none of these were thought to play any direct 
causal relationship to the neuritis. 

The question of a diet deficient in vitamins 
was investigated and nothing of any significance 
was brought out in any of the cases. In all cases 
except one there was hemoglobin of 75° or over 
and in that ease there was 70%. The red blood 
corpuscles count was normal in the nine cases 
in which it was recorded. Gastric analysis was 
done in eight cases and free HCl was present in 
all eases, except one. 

The one factor common to all of the cases is 
the drinking of ginger extract. In the history 
of several cases there is an obvious relationship 
between the drinking of the ginger extract and 
the onset of the paralysis. The ginger extract is 
being investigated by the Massachusetts Depart- 
ment of Public Health*, and they have so far 
found no lead, arsenic, nor wood alcohol in it. 

Ginger extract is bottled by various firms in 
two-ounce bottles, and is labeled as being a 
remedy for cramps, diarrhea, ete., and as a bit- 
ter tonic. It contains 80 to 90% aleohol and as 
it sells very cheaply, it is used frequently for 
the concoction of intoxicating beverages. It 
seems probable that some toxie substance was 
present in the ginger extract recently marketed, 
for all of these patients were affected within a 
short period of time and all drank ginger extract. 
The exact nature of this toxie substance is not 
known, and these cases are reported with the- 
hope that they will be a stimulus to the solving 
of the problem. 
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DISEASES OF THE PROSTATE AND THEIR 
MANAGEMENT#* 


BY FREDERICK F. WEINER, M.D.t 


WISH to describe the important facts re- 
corded in the long history setting forth the 


treatment of diseases of the prostate. The first 
attempts at medical and surgical treatment of 
human ailments were toward the urinary organs. 
As far back as 1000 B.C. ancient Hindus used 
the catheter to relieve urinary retention, sounds 
to dilate strictures of the urethra, and_prac- 
ticed the operation of perineal lithotomy. <A 
little later, the writings of Hippocrates and Cel- 
*Read before the Annual Meeting of the Plymouth District 
Medical Society, Brockton, Mass., April 17, 1930. 
+Weiner—Associate Surgeon to Out-Patient Department, Brock- 


ton Hospital. For record and address of author “This 


see 
Week's Issue’, page 40. 





sus dealt with diseases and operative proce- 
dures of the genito-urinary organs, particularly 
as applied to stones. The prostate is mentioned 
by Herophilus in his writings about 400 B.C. 
although Massa, a Venetian physician, is gener- 
ally given credit for having discovered and de- 
scribed it, in the sixteenth century A.D. In 
1556, Franco did the first suprapubie eystotomy 
for stone. 

Riolanus, in the sixteenth century, suggested 
that the bladder could be obstructed by a swell- 
ing of the prostate. In 1774, Petit, a French 
surgeon, described the retention of urine caused 
by the enlarged and inflamed prostate, pointing 
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out urethritis as its occasional cause. After this, 
several attempts were made by English and 
French surgeons to tunnel through the enlarged 
prostate to relieve the retention of urine, but this 
procedure was highly dangerous to life and was 
given up. The earliest attempts to relieve the 
enlarged prostate were perineal because of the 
practice of perineal lithotomy for stone, from an- 
cient times. 

The first operation upon the prostate itself 
is credited to Guthrie, an English army surgeon, 
who divided the bar at the neck of the bladder 
by an instrument through the urethra. Civiale 
and Mercier in France also devised instruments 
for this tvpe of operation. To Mercier is cred- 
ited the coudé catheter. 

The greatest progress in urology, especially in 
diseases of the prostate, was made possible by 
the discovery and use of ether anesthesia. 

The French were leaders in urological work, 
particularly Guyon, who was professor of genito- 
urinary diseases at Paris; his works on diseases 
of the prostate are still standard texts. He was 
followed by Albarran, a Spaniard, who made 
many invaluable contributions to urological 
practice. 

In this country Bigelow and Gross were the 
most prominent at that time and added much to 
urological surgery, Gross with the first treatise 
on prostatorrhea, in 1860, and his textbook on 
diseases of the genito-urinary tract in 1861. Big- 
elow was educated under the French masters 
and so made the thought of the French school 
become a part of the armamentarium of the 
American surgeon. 

In 1877 the eystoscope was introduced by 
Nitze and to him is due everlasting credit. In 
1887 MeGill, in Canada, reported the first sue- 
cessful removal of the prostate suprapubically. 
From then on great advances have been made 
in the surgery of the prostate. 

There have been a good many theories ad- 
ranced as to the function and pathology of the 
prostate. Morgaeni was among the first to note 
the relationship between urinary difficulties and 
prostatic changes in old age. The theory that 
an enlarged prostate was a mechanical hindrance 
to normal micturition was retarded a good deal 
by the fact that many cases without increase in 
size of the prostate were found to have similar 
difficulty. Guyon believed that prostatie en- 
largement was associated with arteriosclerosis, 
which is so often present along with high blood 
pressure in these cases, although now we believe 
this to be caused by the prostate. Others thought 
it was due to fibroid changes analogous to the 
uterus. Tandler and Zuckerkand in 1912 pub- 
lished their work on hypertrophy of the pros- 
tate, and have given us the present-day under- 
standing of it. 

The funetion of the prostate has been de- 
scribed chiefly as that of activating the sper- 
matozoa. In 1893 treatment of diseases of the 





pathology of prostatitis and has done a good deal 
of work on the bacteriology of this disease, as 
have Lowsley, Pelouze, and Von Lackum. Thus 
we can realize that our present knowledge of 
diseases of the prostate gland has come about 
slowly through the observation and experience of 
many ancient and modern urologists. 

With this historical background, I shall now 
consider the types of prostatic disease that we 
see most commonly : 

1. Prostatitis 
2. Prostatie Hypertrophy 
3. Malignancy 
Prostatis may be either of two types: 
(1) specific or gonorrheal 
(2) non-specific or secondary focal 


The specific, or gonorrheal, type may be fur- 
ther distinguished, according to its pathological 
changes (Farman), as: 

(a) Simple catarrhal or follicular prostatitis ; 

(b) True chronic parenchymatous prostatitis ; 

(c) Atrophie or atonic prostatitis 


The simple ecatarrhal or follicular type usu- 
ally results from gonorrhea, although it may 
arise from the passage of instruments, or as part 
of a Bacillus eoli infection of the urinary tract. 
The severity of the process depends upon the 
amount of involvement of the prostate, varying 
from congestion of the gland to swelling and 
formation of small follicular abscesses. 

The diagnosis of acute prostatitis may be made 
upon a previous history of a gonorrheal urethral 
discharge, which often diminishes as the prosta- 
titis sets in, occasionally a chill or fever, and fre- 
quent and painful urination, which, as_ the 
swelling of the prostate presses on the prostatic 
urethra, may go on to complete retention. The 
patient may complain of fullness and pressure 
in the perineum, so that it is painful for him to 
sit down without shifting frequently from one 
buttock to the other. Pain upon defecation is 
a common complaint. The urine is cloudy and 
contains shreds, pus and sometimes blood, there 
being occasionally a terminal hematuria. On ex- 
amination of the prostate by rectum it will be 
found to be tender, enlarged and boggy. The 
treatment of this condition depends upon the 
severity of the symptoms; the mild case is 
treated by hot sitz baths and antispasmodics 
such as belladonna and opium, internally and 
by suppository. The patient with the more 
severe symptoms of terminal hematuria or re- 
tention should be put to bed and given hot sitz 
baths, heat to the perineum, a liberal fluid in- 
take, hot rectal irrigations (two quarts of hot 
water with one teaspoonful of salt given slowly 
every four hours), and opium or belladonna sup- 
positories (one-quarter grain each every four 
hours). Catheterization should be avoided unless 
absolutely necessary. If the process goes on to 
abscess formation, surgical drainage is indicated. 





prostate by massage came into favor. 
In 1908 Young published his report on the 
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Pain was not a very severe symptom in any of 
the cases, but most of the patients had slight pain 
in the calf muscles and a sensation of numbness 
in the hands and feet. Cutaneous sensory loss 
was not marked, and in eight cases none could be 
detected; in the other seven there was an im- 
pairment of the sense of light touch (to cotton) 
on the soles of the feet and the dorsal surface of 
the toes. Vibratory sense was impaired in eleven 
cases. No change was noted in the pain or tem- 
perature sense of the skin. The plantar re- 
sponses and ankle jerks were absent in all cases, 
but the knee jerks were lost in only two eases. 
In four cases a defense reaction was elicited on 
stimulating the plantar surface of the feet. This 
suggests that possibly in these cases the patho- 
logical process may not be entirely confined to 
the nerves, but may involve the cord to some ex- 
tent. Additional findings which would tend to 
support this hypothesis were the slightly in- 
creased protein content and abnormal colloidal 
gold curves found in the cerebrospinal fiuid of 
several of these cases. 

The cause of this epidemic of neuritides is not 
clear. The cases have a common symptomatology 
and similar physical findings. We have not been 
able to find any exactly similar cases in the lit- 
erature. They differ from the ordinary alcohol 
neuritis in the suddenness of onset, absence of 
severe pain and hyperaesthesia, and the pre- 
dominance of motor symptoms without marked 
sensory loss. It cannot be denied, however, that 
alcohol may have been a large factor in the 
causation as practically all of the cases occurred 
in alcoholics. It is extremely unusual for such 
a number of alcoholic neuritides to occur in so 
short an interval, and this epidemic is similar to 
the epidemic in England reported by Reynolds 
in 1901. There were several hundred cases and 
arsenic contamination of beer was proved the 
etiological factor. 

None of our cases were exposed to lead, and no 
lead line was found on the gums of any of the 
patients. The urine from two of these cases was 





tested for lead by Drs. A. G. Young and F. H. L. 
Taylor of the Thorndike Memorial Laboratory of 
the Boston City Hospital, but none was found. 

The majority of the cases occurred in individ- 
uals of middle age or older, and such complicat- 
ing factors as arteriosclerosis, hypertension, 
dental caries, syphilis, ete., were met with but 
none of these were thought to play any direct 
causal relationship to the neuritis. 

The question of a diet deficient in vitamins 
was investigated and nothing of any significance 
was brought out in any of the cases. In all cases 
except one there was hemoglobin of 75° or over 
and in that ease there was 70%. The red blood 
corpuscles count was normal in the nine cases 
in which it was recorded. Gastric analysis was 
done in eight cases and free HCl was present in 
all cases, except one. : 

The one factor common to all of the cases is 
the drinking of ginger extract. In the history 
of several cases there is an obvious relationship 
between the drinking of the ginger extract and 
the onset of the paralysis. The ginger extract is 
being investigated by the Massachusetts Depart- 
ment of Public Health*, and they have so far 
found no lead, arsenie, nor wood alcohol in it. 

Ginger extract is bottled by various firms in 
two-ounce bottles, and is labeled as being a 
remedy for cramps, diarrhea, ete., and as a bit- 
ter tonic. It contains 80 to 90% aleohol and as 
it sells very cheaply, it is used frequently for 
the concoction of intoxicating beverages. It 
seems probable that some toxic substance was 
present in the ginger extract recently marketed, 
for all of these patients were affected within a 
short period of time and all drank ginger extract. 
The exact nature of this toxic substance is not 
known, and these cases are reported with the- 
hope that they will be a stimulus to the solving 
of the problem. 
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DISEASES OF THE PROSTATE AND THEIR 
MANAGEMENT * 


BY FREDERICK F. WEINER, M.D.t+ 


WISH to describe the important facts re- 
corded in the long history setting forth the 


treatment of diseases of the prostate. The first 
attempts at medical and surgical treatment of 
human ailments were toward the urinary organs. 
As far back as 1000 B.C. ancient Hindus used 
the catheter to relieve urinary retention, sounds 
to dilate strictures of the urethra, and prac- 
ticed the operation of perineal lithotomy. A 
little later, the writings of Hippocrates and Cel- 
*Read before the Annual Meeting of the Plymouth District 
Medical Society, Brockton, Mass., April 17, 1930. 
+Weiner—Associate Surgeon to Out-Patient Department, Brock- 


ton Hospital. For record and address of author “This 
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sus dealt with diseases and operative proce- 
dures of the genito-urinary organs, particularly 
as applied to stones. The prostate is mentioned 
by Herophilus in his writings about 400 B.C. 
although Massa, a Venetian physician, is gener- 
ally given credit for having discovered and de- 
scribed it, in the sixteenth century A.D. In 
1596, Franco did the first suprapubic cystotomy 
for stone. 

Riolanus, in the sixteenth century, suggested 
that the bladder could be obstructed by a swell- 
ing of the prostate. In 1774, Petit, a French 
surgeon, described the retention of urine caused 
by the enlarged and inflamed prostate, pointing 
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out urethritis as its occasional cause. After this, 
several attempts were made by English and 
French surgeons to tunnel through the enlarged 
prostate to relieve the retention of urine, but this 
procedure was highly dangerous to life and was 
given up. The earliest attempts to relieve the 
enlarged prostate were perineal because of the 
practice of perineal lithotomy for stone, from an- 
cient times. 

The first operation upon the prostate itself 
is credited to Guthrie, an English army surgeon, 
who divided the bar at the neck of the bladder 
by an instrument through the urethra. Civiale 
and Mercier in France also devised instruments 
for this type of operation. To Mercier is cred- 
ited the coudé catheter. 

The greatest progress in urology, especially in 
diseases of the prostate, was made possible by 
the discovery and use of ether anesthesia. 

The French were leaders in urological work, 
particularly Guyon, who was professor of genito- 
urinary diseases at Paris; his works on diseases 
of the prostate are still standard texts. He was 
followed by Albarran, a Spaniard, who made 
many invaluable contributions to urological 
practice. 

In this country Bigelow and Gross were the 
most prominent at that time and added much to 
urological surgery, Gross with the first treatise 
on prostatorrhea, in 1860, and his textbook on 
diseases of the genito-urinary tract in 1861. Big- 
elow was educated under the French masters 
and so made the thought of the French school 
become a part of the armamentarium of the 
American surgeon. 

In 1877 the eystoscope was introduced by 
Nitze and to him is due everlasting credit. In 
1887 McGill, in Canada, reported the first sue- 
cessful removal of the prostate suprapubically. 
From then on great advances have been made 
in the surgery of the prostate. 

There have been a good many theories ad- 
vanced as to the function and pathology of the 
prostate. Morgagni was among the first to note 
the relationship between urinary difficulties and 
prostatic changes in old age. The theory that 
an enlarged prostate was a mechanical hindrance 
to normal micturition was retarded a good deal 
by the fact that many cases without increase in 
size of the prostate were found to have similar 
difficulty. Guyon believed that prostatic en- 
largement was associated with arteriosclerosis, 
which is so often present along with high blood 
pressure in these cases, although now we believe 
this to be caused by the prostate. Others thought 
it was due to fibroid changes analogous to the 
uterus. Tandler and Zuekerkand in 1912 pub- 
lished their work on hypertrophy of the pros- 
tate, and have given us the present-day under- 
standing of it. 

The funetion of the prostate has been de- 
scribed chiefly as that of activating the sper- 
matozoa. In 1893 treatment of diseases of the 
prostate by massage came into favor. 

In 19028 Young published his report on the 





pathology of prostatitis and has done a good deal 
of work on the bacteriology of this disease, as 
have Lowsley, Pelouze, and Von Lackum. Thus 
we ean realize that our present knowledge of 
diseases of the prostate gland has come about 
slowly through the observation and experience of 
many ancient and modern urologists. 

With this historical background, I shall now 
consider the types of prostatic disease that we 
see most commonly : 

1. Prostatitis 
2. Prostatic Hypertrophy 


€ 


3. Malignancy 
Prostatis may be either of two types: 


(1) specifie or gonorrheal 
(2) non-specific or secondary focal 


The specific, or gonorrheal, type may be fur- 
ther distinguished, according to its pathological 
changes (Farman), as: 

(a) Simple catarrhal or follicular prostatitis ; 

(b) True chronic parenchymatous prostatitis ; 

(ec) Atrophie or atonic prostatitis 


The simple eatarrhal or follicular type usu- 
ally results from gonorrhea, although it may 
arise from the passage of instruments, or as part 
of a Bacillus coli infection of the urinary tract. 
The severity of the process depends upon the 
amount of involvement of the prostate, varying 
from congestion of the gland to swelling and 
formation of small follicular abscesses. 

The diagnosis of acute prostatitis may be made 
upon a previous history of a gonorrheal urethral 
discharge, which often diminishes as the prosta- 
titis sets in, occasionally a chill or fever, and fre- 
quent and painful urination, which, as the 
swelling of the prostate presses on the prostatic 
urethra, may go on to complete retention. The 
patient may complain of fullness and pressure 
in the perineum, so that it is painful for him to 
sit down without shifting frequently from one 
buttock to the other. Pain upon defecation is 
a common complaint. The urine is cloudy and 
contains shreds, pus and sometimes blood, there 
being occasionally a terminal hematuria. On ex- 
amination of the prostate by rectum it will be 
found to be tender, enlarged and boggy. The 
treatment of this condition depends upon the 
severity of the symptoms; the mild case is 
treated by hot sitz baths and antispasmodics 
such as belladonna and opium, internally and 
by suppository. The patient with the more 
severe symptoms of terminal hematuria or re- 
tention should be put to bed and given hot sitz 
baths, heat to the perineum, a liberal fluid in- 
take, hot rectal irrigations (two quarts of hot 
water with one teaspoonful of salt given slowly 
every four hours), and opium or belladonna sup- 
positories (one-quarter grain each every four 
hours). Catheterization should be avoided unless 
absolutely necessary. If the process goes on to 


abscess formation, surgical drainage is indicated. 
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which is usually the sequel of an acute attack 
and may be gonococeal, postgonococeal or non- 
gonococeal. It generally occurs between the ages 
of 20 and 45. The gonococeus is very often ab- 
sent from this type of prostate but probably pre- 
pares the tissues for a continuation of infection 
by secondary organisms. Studies of prostatic 
secretions by Young, Pelouze and others have 
shown the presence most often of the colon bacil- 
lus, staphylococcus and streptococcus and occa- 
sionally the gonococeus. The symptoms of this 
type vary greatly. The commonest is a persist- 
ent urethral discharge, which may be present 
only in the morning or during the day; this 
discharge is a sticky, whitish material. There 
may be frequency, urgency, or difficulty in urina- 
tion, burning during urination, or a desire to 
urinate after the bladder has been emptied. 
There may be pain in the back, perineum, ure- 
thra, testicles and rectum. On rectal examina- 
tion the prostate may be normal in size or en- 
larged, boggy, with or without nodules, and is 
accompanied by enlargement of the seminal ves- 
icles, infection of which always accompanies 
prostatic infection. 

It is the microscopical evidence of the pros- 
tatic secretions which gives the true evidence of 
disease. As a preliminary to obtaining a speci- 
men of the prostatic secretion it is well to irri- 
gate the urethra and bladder with sterile water 
and then, after having left some fluid in the 
bladder, the prostate is massaged and the ex- 
pressed fiuid caught on a slide held at the 
meatus. This is best dried without heat, stained 
and examined. Pus cells more than 2-4 per 
field or in clumps indicate prostatitis. The pa- 
tient now voids and the specimen is examined for 
shreds. 

The treatment of this condition is a long and 
tedious one and often discouraging. The gen- 
eral condition of the patient should be built up 
by general hygienic measures, such as sufficient 
rest, avoidance of sexual stimulation, a high 
fluid intake, non-irritating foods, and avoidance 
of constipation. Locally, the accepted treatment 
is massage of the prostate, which must be kept 
up for a period of months. The prostate and 
seminal vesicles must be emptied of their con- 
tents and deep instillations employed. I think 
that an excellent way to do this is to have the 
patient come in with a full bladder and, after he 
has then voided a small amount, massage the 
prostate gently but firmly; have the patient 
empty his bladder, inspect the urine, and with a 
Keyes-Ultzmann syringe give a deep instillation 
of 2% mercurochrome, which the patient is in- 
structed to hold as long as he ean. Silver nitrate 
1-2%, argyrol 5-10%, protargol 1%, may be 
used. This is done twice a week. The progress 
in these cases is determined by microscopic ex- 
amination of the prostatic secretions, which, in 
a favorable case, show a diminution in the 
amount of pus cells. 

The third type, the atrophic or atonic pros- 
tatitis, includes that group of eases which are 





functional,—prostatorrhea, spermatorrhea, pre- 
mature ejaculation, and impotency. These types. 
are included under chronic prostatitis by most 
observers as they frequently have an infectious: 
background, but they should be considered sep- 
arately as they form a greater group than we 
suspect because of the lack of attention paid to 
them. Prostatorrhea and spermatorrhea may be 
mentioned together and consist of an involun- 
tary loss of prostatic or seminal vesicle fluid. 
This is a physiological disturbance occurring 
most frequently in young men, and indicates a 
chronie congestion of the prostate and seminal 
vesicles, usually non-infectious in origin but due 
to sexual excess or bad sex habits. It may be 
most marked after urination or defecation. In- 
spection of the posterior urethra will show a red- 
dened or hypertrophied verumontanum. Cor- 
rection of sex habits, prostatic massage and sil- 
ver nitrate, deep instillations or touching up the 
verumontanum with silver nitrate will clear up 
these conditions. 

Premature ejaculation and impotence occur 
in men past 40. The cause is chronic inflamma- 
tion of the verumontanum, due to postgonor- 
rheal urethritis, colon bacillus infection, or sex- 
ual excess. In these cases the treatment .con- 
sists of removal of the cause, hygienic living, 
treatment of the prostate by massage and of the 
verumontanum, which should be painted with 
strong solutions of silver nitrate through the 
urethroscope. 

The secondary, or foeal, type of prostatitis is 
comparatively new, having been studied by in- 
vestigators after the development of the theory 
of focal infection. Von Lackum of the Mayo 
Clinie reports that one-half of the cases of pros- 
tatitis seen at the Mayo Clinic are due to a focus 
of infection somewhere else in the body, such as 
teeth, tonsils, gastro-intestinal tract, ete. The 
usual organisms present are the streptococcus 
and the staphylococcus. On the other hand, the 
prostate itself may be a focus of infection for 
other parts of the body, and in eases of arthritis 
and iritis the prostate should always be consid- 
ered as a possible cause, regardless of whether 
there are any characteristic urinary signs. 

Upon rectal examination, the prostate may 
feel normal, but the secretions expressed will 
contain pus and bacteria, although it may be 
necessary to repeat the examination several 
times before positive results are obtained. The 
treatment of this condition is removal of the 
focus of infection, if it ean be found, and local 
treatment of the prostate by massage and in- 
stillations to the deep urethra. 

Senile enlargement of the prostate (hyper- 
trophy being the common name for it, although 
it really consists of a formation of nodules com- 
posed of glandular tissues which are known as 
adenomata, accompanied by a hyperplasia of the 
glands of the prostate), although found occasion- 
ally before the age of 50, is much more com- 
mon after it, it being accepted that 25% of 
males beyond middle life have prostatic enlarge 
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ment. This enlargement may become consider- | tate. Clinically we see these cases under two 


able before giving any indication of its pres- 
ence. The first complaint of the patient is usu- 
ally frequency of urination, noticed first at 
night; where previously he never had to get up 
at night to urinate, he now gets up once or twice, 
or even more. There may be various manifesta- 
tions of this frequency from urgency in the 
morning at rising to frequency during the day, 
which may last for months or even years. This 
goes on to difficulty in emptying the bladder, 
the patient noticing an increase in the effort nec- 
essary to void, with loss of force in the stream 
and a desire to urinate after having apparently 
emptied the bladder. Now occurs the presence 
of residual urine in the bladder, this being the 
urine remaining in the bladder after the patient 
has voided spontaneously. As a result of this 
residual, the patient begins to show the signs 
of systemic effects, such as dry skin, weakness, 
thirst, lack of appetite, loss of energy, gastro- 
intestinal disturbances and cardiovascular diffi- 
culty. 

In some eases, the above described symptoms 
are either absent or not sufficiently marked to 
cause the patient to seek the advice of a physi- 
cian, and the onset may appear as a complete 
retention following exposure to cold, alcoholic 
or sexual excess, or allowing the bladder to be- 
come overdistended. Ofttimes apparent incon- 
tinence may prove to be retention with over- 
flow. Other symptoms may be hematuria and 
pain, which may be due to accompanying cystitis 
or stone. 

The diagnosis is usually easy in a man over 
fifty with a typical history and characteristic 
signs as given. The most notable changes are 
the enlargement of the lateral lobes, which can 
be felt through the rectum, and elevation of the 
internal meatus, with lengthening of the pros- 
tatic urethra, and incomplete evacuation of the 
bladder. The first step in making the diagnosis 
is to get the patient to pass all the urine he 
ean, then inspection and palpation of the ab- 
domen to determine if there is any distention 
of the bladder, which may occasionally reach 
to the umbilicus. Under strict aseptic precau- 
tions a catheter is passed to determine the pres- 
ence and amount of residual urine. Examina- 
tion by rectum is made to determine the size and 
consistency of the prostate; if no enlargement 
is felt, examination with the cystoscope to see 
if there is any intravesical enlargement. This 
will also reveal the presence of stone in 12% 
of the cases, diverticulum (present in 5%), or 
tumor. In eystosecoping or ecatheterizing pa- 
tients, the possibility that acute retention will 
follow must always be borne in mind; it is ad- 
visable, therefore, to eystoscope in a hospital if 
possible. Tabes dorsalis or other nervous lesions 
must be considered as possible causes of urinary 
symptoms and should be excluded by testing 
the knee jerks, eye reflexes, ete. 

Treatment of benign hypertrophy of the pros- 





conditions: first, emergency cases requiring im- 
mediate relief, and second, cases of election, in 
which one must choose between non-operative 
and operative measures. I will discuss the treat- 
ment under the following headings: 


(1) Cases without retention. 

(2) Cases with partial retention. 

(3) Acute retention. 
(1) Cases without retention. Here the pa- 


tient’s habits of life should be regulated: cold, 
damp and any excesses avoided, and alcohol, tea, 
coffee and highly spiced foods omitted from the 
diet. A daily‘evacuation of the bowels should be 
obtained and the patient must never allow the 
bladder to become so full that the desire to void 
is urgent; the act of urination should never be 
postponed. Loeal treatment should be admin- 
istered if there is any accompanying cystitis: 
irrigation of the bladder with mild borie acid or 
potassium permanganate solution, with instilla- 
tion of one ounce of 1 or 2% mercurochrome. 
Occasionally the passage of a large sized sound 
(28-30 French) is of value. The use of x-ray 
or radium to reduce the size of the prostate has 
been advocated but without much success in these 
early cases. 

(2) Inthe cases with partial retention, those 
that have a residual under four ounces may be 
treated as’those without any retention, if there 
is no infection of the urine and the blood chem- 
istry, functional tests, and general condition re- 
veal no changes. However, these patients must 
be kept under observation if they do not wish 
any operative measures at the present; although 
they will come to it eventually, there is no 
urgency to operate. In the patients with a 
residual of 4 or 6 ounces, or over, we have two 
choices; regular catheterization or operative 
procedures. At the present time, with the 
marked reduction in mortality and improvement 
in preoperative and postoperative care of the 
patient, operation is the method of choice. As 
Dr. McCarthy of the Post Graduate Hospital 
so aptly puts it, ‘‘Do not putter or procrastinate 
with a well-established prostate—to massage a 
true hypertrophied prostate is some degrees 
worse than taking money under false pretenses’’. 
However, if there is a contraindication to opera- 
tion, such as serious cardiovascular disease, renal 
disease, or diabetes, the patient should be taught 
to sterilize a catheter and to regularly empty 
the bladder depending upon the amount of 
residual urine present. 

(3) In cases with complete retention—this 
being often the result of exposure to cold, sexual 
or alcoholic excess, or postponement of the act 
of urination for a long period—the treatment 
consists of emptying the bladder gradually so 
that the kidneys can adjust themselves to the 
relief of the back pressure. An immediate com- 
plete emptying of the bladder may be followed 
by suppression of urine or hemorrhage. Grad- 
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ual emptying can be accomplished in many cases 
by using a No. 6 French ureteral catheter, which 
can be passed into the bladder, and giving the 
patient enough fluid intake so that the output 
will be just ahead of the intake. If the No. 6 
French catheter cannot be passed, a rubber 
catheter of any one of various types may be 
used, or a metal catheter, and a ureteral cath- 
eter can be threaded through it and left in, or a 
clamp can be attached to the distal end of the 
rubber catheter and an ounce of urine allowed 
to escape every half hour until the bladder is 
emptied. 

If all other measures fail, or if large hemor- 
rhage takes place, suprapubie trocar tap should 
be used only as a last resort. In some cases, 
where the bladder is full of blood clots, supra- 
pubie eystotomy is necessary. After relieving 
the patient of his immediate difficulty, it is then 
necessary for the surgeon to manage the aver- 
age elderly man who is broken down in health 
by careful preoperative treatment. This necessi- 
tates careful drainage of the bladder, stabiliza- 
tion of the cardiovascular system with resulting 
improvement of renal function if possible, deter- 
mination of the blood counts and estimation of 
the chemical contents of the blood, building up 
the patient’s nutrition, and getting an old man 
into the proper frame of mind for surgery. 

Carcinoma of the prostate is present in about 
20% of enlargements of the prostate. It de- 


velops in the posterior lobe, which is the first 


portion of the prostate felt as the finger enters 
the rectum, or it may develop in association with 
hypertrophy of the prostate. Clinically, it pre- 
sents about the same svmptoms as benign hyper- 
trophy : frequency, difficulty and retention. Pain 
is more common here, though ; it may occur early 
and may be felt along the urethra, in the peri- 
neum, the rectum, the back or along the sciatic 
nerves. Hematuria is not as frequent as in the 
benign hypertrophy. The disease may be pres- 
ent for a long time before any signs, even loss 
of weight or strength, are present. 





The patient is examined as outlined previously 
for benign enlargement and a rectal examina- 
tion made. I want to stress, at this time, the 
importance of a rectal examination in every man 
over 50, as it is only in this way that early 
carcinoma can be detected. The prostate in ear- 
cinoma feels hard and may be smooth or nodular, 
and the induration extends upwards into the 
seminal vesical region. Metastases to the spine 
and the pelvis are common in these cases. Many 
patients with no urinary signs consult the physi- 
cian because of backache or pain along the sciatic 
nerves. Keyes says that ‘‘a bilateral sciatica in 
old men is pathognomonie of prostatic cancer’’. 
Routine x-ray studies of pelvis and spine should 
be made on all of these eases. 

The treatment in the early case in which the 
cancer is confined to the, prostate, according to 
Young, is radical perineal prostatectomy—with 
70% of success—but these cases are small in 
number, Geraghty finding only 5° confined to 
the prostate in a series of 400 cases. The pre- 
ferred treatment today is radium and deep x-ray 
therapy, with punch operation as necessary to 
relieve obstruction, or suprapubic cystotomy to 
make the patient comfortable. 

In conclusion, I want to emphasize the follow- 
ing points: 


1. There are several distinct types of pros- 
tatitis which require careful study and individ- 
ualization of treatment. 

2. There is a large group of inflammations of 
the prostate and verumontanum which interfere 
with normal functions for which a great deal 
may be dohe by proper treatment. 

3. Senile enlargement of the prostate is most 
common and should be discovered before severe 
systemic effects take place in order to achieve 
the best results. 

4. Every man over 50 should have a rectal 
examination in order to facilitate early recogni- 
tion of prostatic carcinoma. 


= 





—— 


TORSION OF THE SPERMATIC CORD WITH 
GANGRENE OF THE TESTICLE 


BY FLETCHER H. COLBY, M.D.* 


(abana of the spermatie cord occurs with 
considerably more frequency than is gener- 
ally recognized. That it was considered rare 
until recently is evidenced by the fact that in 
1919 O’Conor could collect but one hundred and 
seventy-four instances of this condition in the 
literature. However, he expressed the opinion 
that it was more common than the reported cases 
would indicate and this has been borne out by 
the many cases described since. Without doubt 
the change has been due to the fact that the 

*Colby—aAssistant Urologist, 
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page 40. 


Massachusetts General Hospital. 
author see “‘This Week's Issue’, 





symptoms of torsion of the cord are better ree- 
ognized now than formerly, with the result that 
many cases once believed due to inflammatory 
changes of the testicle or epididymis are now 
diagnosed as torsion. Where atrophy of the 
testicle has followed a vague inflammatory con- 
dition in the past, torsion should be suspected. 
While the causes of torsion of the cord are 
still matters for some dispute, the actual changes 
are well recognized. The spermatic cord becomes 
twisted to such a degree that an embarrassment. 
or total occlusion, of the blood supply to the 
testicle is produced. The twist is found in the 
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free portion of the cord within the tunica vagi- 
nalis and is usually from without inward. In 
the early stages of the condition the inter- 
ference with the return flow of venous blood 
from the testicle causes swelling of the cord; 
later, as the swelling becomes more marked, the 
arterial blood supply becomes completely shut 
off and death of the testicle and gangrene re- 
sults. 

Among the many theories proposed as to the 
cause of torsion certain facts seem to be gener- 
ally agreed upon. Studies of the anatomical 
structure ef the parts in such cases show several 
unusual features. The tunica vaginalis is often 
exceptionally capacious. The entire testicle and 
cord are covered by the visceral tunica with no 
attachment to the posterior wall of the scrotum. 
The gubernaculum is either absent or unduly 
long and lax. Instead of the usual intimate rela- 
tionship between the testicle and epididymis, 
these two organs are often widely separated and 
connected merely by a delicate mesentery. It is 
at once evident that all of these features bring 
about extreme mobility and insufficient support 
of the testicle. Such an organ, loosely suspended 
in a well lubricated sac, can easily become un- 
duly rotated. Probably the normal testicle is 
not subject to torsion. 

Sudden or violent muscular exertion appears 
to be a frequent exciting factor in producing a 
twist in the cord. Torsion many times occurs 
during sleep, however, and often no undue ef- 
fort on the part of the individual can be deter- 
mined as a cause. 

Sudden severe pain in the testicle or cord is 
the most characteristic symptom of torsion. The 
degree of pain varies considerably, however, and 
a dull ache in the groin is often the first warn- 
ing. Swelling of the contents of the tunica soon 
follows, which increases for a day or two. The 
pain is constant and may be accompanied by 
nausea and vomiting, with a certain amount of 
general reaction. The scrotum becomes oedem- 
atous and red; the testicle and epididymis be- 
come enlarged so that the two are indistinguish- 
able. Extension of the swelling along the cord. 
into the inguinal canal so as to form a mass, 
in a patient who is nauseated or vomiting has 
oceasioned the diagnosis of strangulated hernia 
in a number of these cases. Tenderness is pres- 
ent but to a less degree than in inflammatory 
conditions. 

The diagnosis of torsion is not always easy. 
Probably in the majority of instances the cor- 
rect diagnosis has not been made until the 
twisted cord and gangrenous testicle have been 
exposed at operation, an inflammatory condi- 
tion, such as epididymitis or orchitis, having 
been suspected. This is due to the fact that 
torsion has not received due prominence as an 
entity and has not been borne in mind as a pos- 
sibility when a ease presented itself. The condi- 
tions which most closely simulate torsion are 
epididymitis, orchitis and strangulated hernia. 











Epididymitis is usually preceded by definite evi- 
dences of inflammation elsewhere and should be 
readily excluded because of their absence, the 
lack of pus in the urine and the presence of a 
normal prostate and seminal vesicles. In addi- 
tion, the twisted cord in torsion produces a well 
marked elevation of the testicle. Orchitis is ac- 
companied by a more marked general reaction, 
sepsis elsewhere and a greater degree of local ten- 
derness. Strangulated hernia may be difficult 
to exclude, but the history of hernia in the past 
and the character of the swelling aid in mak- 
ing the correct diagnosis. 

When the torsion is recognized early, or in 
those instances where the condition has been 
present before to a mild degree, the cord may 
be untwisted manually without operation. To be 
successful, however, this must be done within a 
very few hours of the onset, for the swelling and 
oedema rapidly become so marked that it be- 
comes impossible. Remembering that the twist 
is from without inward, the testicle is grasped 
and gently rotated so as to untwist the cord. In 
the event of success, there is an immediate c¢es- 
sation of pain and the swelling soon recedes. 
Where the condition has been present longer 
than a few hours, operation is necessary. 

When most of the cases are first seen the tor- 
sion has been present so long that irreparable 
changes to the testicle have taken place and op- 
eration has to be performed. The testicle is ex- 
posed through an incision over the lower cord 
and upper portion of the scrotum. The tunica 
is freed from the scrotum and opened. A small 
amount of dark blood-tinged fluid is usually 
found within the tunica. The testicle itself is 
dark red or purplish in color and soft in con- 
sistency. <A twist of one or more complete turns 
of the cord just within the tunica is most strik- 
ing. The cord is clamped, divided, ligated and 
the testicle removed. Convalescence is usually 
without untoward event and the patient is dis- 
charged within a week. No fatal cases of tor- 
sion have been reported. 

-athological examination of the testicle shows 
complete disintegration of structure, the tissue 
resembling blood clot, as in an infarction. 

The question of operation upon the unaffected 
testicle in these cases is an important one, though 
usually not mentioned in previous discussions on 
the subject. Cases of bilateral torsion have been 
reported and there is every reason to suspect 
that the testicle on the unaffected side has the 
anatomical features present, already mentioned, 
which will permit extreme rotation. Since the 
remaining testicle is of considerably more im- 
portance to the individual than was either of 
the two before operation, every effort should be 
made to preserve it from harm. The remaining 
testicle may be fixed in place and torsion pre- 
vented by a simple hydrocele operation. The tes- 
ticle is exposed through the usual incision. The 


tunica is everted, sewed about the cord, and an- 
chored to the posterior wall of the scrotum. This 


18 


TORSION OF THE SPERMATIC CORD—COLBY 


N. E. J. of M. 
July 3, 1930 





operation should be performed in all cases where 
torsion of one side has occurred and especially 
in recurrent cases to prevent the loss of the tes- 
ticle. 

The following two eases bring out some of 
the points of the foregoing discussion. Both of 
them were patients from Dr. Paul Means of 
Cambridge. 


CASE REPORTS 


A student, nineteen years old, noticed pain in the 
left testicle three days previously following an auto- 
mobile ride in the country. - The next morning it 
was noticed that the left testicle was swollen and 
moderately tender. There had been no venereal dis- 
ease or exposure. Examination showed a generally 
healthy youth whose left testicle.was twice normal 
size. The epididymis could not be distinguished 
from the testicle. The cord was thickened and ten- 
der. The scrotum was slightly oedematous and the 
whole scrotal mass was moderately tender. The 
urine contained no pus and the prostate and seminal 
vesicles were normal by rectum. The temperature 
was 99 to 100 degrees. Under the impression that 
the pain and swelling were due to inflammation, 
rest and elevation were advised. The condition im- 
proved for the first two or three days, when fur- 
ther progress toward cure ceased. Torsion was 
then suspected and operation was performed. A 
necrotic testicle was found with a three-quarters 
twist of the spermatic cord just within the tunica. 
The testicle was removed. Pathological examination 
showed only necrotic testicular and epididymal tis- 
sue infiltrated with red blood cells. The appearance 
was that of infarcted tissue, there being present only 
a shadow picture of normal structure. The patient 
was discharged well in a week. 


The second case was that of a student of twenty- 
two who noticed sudden pain in the right testicle 
during an automobile ride four days previously. He 
had played football in the past and on several occa- 
sions after violent exercise had noticed temporary 
pain and swelling of one testicle. The present at- 
tack, however, had not subsided and the testicle had 
become increasingly painful and swollen. The urine 
was highly colored and contained a few leucocytes. 
The prostate and vesicles were normal to palpation. 
The scrotal skin was red and oedematous and con- 
tained a moderately tender, smooth mass about three 
times the size of a normal testicle. The cord was 
thickened and tender. A diagnosis of torsion was 
made and operation performed. The tunica was 
thickened and contained a small amount of bloody 
fluid. The testicle was purplish-red in color, soft in 
consistency, and upon incision did not bleed. The 
epididymis was dark chocolate brown in color. Just 
within the tunica the cord was twisted a full turn. 
The necrotic testicle was removed. The testicle 
on the other side was then exposed, and a capacious 
tunica was found with no definite gubernaculum. 





The epididymis and testicle were widely separated 
and connected by a delicate mesentery. The whole 
organ was loose within the tunica and easily ro- 
tated. The tunica was everted and sewed about the 








Torsion of the Cord. Specimen removed from Case II, show- 
ing the twisted cord just within the everted tunica. 


cord as in a simple hydrocele operation and the 
testicle anchored to the posterior scrotal wall. The 
patient was discharged well in about a week. 


Both of these cases are good examples of the 
onset of torsion. In the first, the condition was. 
not immediately recognized, chiefly because of 
the fact that it was not considered in attempting 
to make a diagnosis. In the second ease the 
precaution was taken of fixing in place a remain- 
ing testicle which could easily have met the fate 
of its mate. 
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NEW ENGLAND HEALTH INSTITUTE 


HABIT CLINICS—THEIR ORGANIZATION, 
DEVELOPMENT, ETC.* 


BY DOUGLAS A. THOM, M.D.t 


ITHIN recent years evidence has been 
brought to bear that in the general con- 
sideration of health, happiness and efficiency the 
individual’s emotional life plays a very impor- 
tant part. Expressed somewhat differently, we 
have found out that the emotional, intellec- 
tual and physical aspects of life do not operate 
independently one of the other. Disturb one’s 
feeling tone toward life and you interfere with 
his intellectual application. Interfere with the 
physiological processes that are essential to 
health and you not only disturb the emotional 
life but you begin to affect the intellectual, and 
so the varied disturbances between the intellec- 
tual, the emotional and the physical may be ar- 
ranged and rearranged; yet in the final analysis 
we are confronted with the fact that they are 
all interdependent and cannot be studied and 
treated as isolated compartments of the individ- 
ual’s total personality. 


The public has been concerned about the phys- 
ical and the intellectual for a long time but 
has only within recent years directed its atten- 
tion to the mental aspect of the individual’s life, 
particularly during the preschool years. The 
large group of children incapacitated because of 
a poor intellectual endowment and those cases 
handicapped by organic conditions, such as 
epilepsy, encephalitis and the residuals of men- 
ingitis, have received attention and adequate care 
and supervision from both the medical profes- 
sion and those interested in the care of the 
physically and mentally handicapped. 

There is another group of children, however, 
who are but symptoms of a problem environ- 
ment, whose conduct represents nothing more 
than the effort of the child to make a satisfactory 
adjustment to life, who have been very much 
neglected and the undesirable habits, personality 
traits and delinquent trends caused by and re- 
sulting from problem environments have either 
passed by unnoticed or have been attributed to 
wilfulness, laziness, indifference and other rea- 
sons emanating from the layman’s mind which 
bear but little relation to the real cause. 

The Habit Clinics were established in an ef- 


*Summary of address given at the New England Health 
Institute, April 17, 1930. 


+Thom—Director, Division of Mental Hygiene, State Depart- 


ment of Mental Diseases. For record and address of author 
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fort to study the child and his environment in 
order that we might find and treat the under- 
lying conditions, whether they were psychologi- 
eal and directly concerned with the child or 
whether they were sociological, and due to an 
abnormal environment. The group of cases seen 
at the Clinics is made up of many and varied 
types of asocial behavior which may manifest 
itself in undesirable habits, personality traits, 
delinquent trends and physical symptoms. Of 
the personality traits cruelty, jealousy, day 
dreaming, excessive fears, unusual likes and 
grudges are common. The undesirable habits— 
nail biting, thumb sucking, masturbation, tem- 
per tantrums—are good examples. Of the phys- 
ical conditions, disturbances of sleep, eating, 
elimination, headaches, speech defects and cer- 
tain hysterical manifestations are observed. Of 
the delinquent trends truancy, lying, stealing, 
destructiveness and sex assaults make up the 
largest number of cases in this particular group. 


The necessity of studying each individual 
case, that is, the child as well as environment, 
and planning treatment according to personal 
neecs must be stressed as there is great danger 
in generalizing too freely and standardizing 
treatment for groups. The important thing to 
keep in mind is the underlying motive behind 
the conduct and that it is essential that this be 
interpreted in terms of the individual’s past ex- 
periences, keeping in mind that it is the con- 
duct of children that annoys, inconveniences, hu- 
miliates and causes adults’ concern; while the 
conduct of the introverted child (shyness and 
diffidence oftentimes brought about by fear), 
passes by unnoticed or is highly commended. 
This type of conduct may be the more malig- 
nant and one that needs most careful super- 
vision. The function of the Habit Clinic is to deal 
with these varied problems in relation to the 
home, social agencies, other medical centers, the 
nursery schools and kindergartens and to codp- 
erate with all social and medical agencies con- 
cerned with the child and his development, 
thinking in terms of his being a total personality, 
preparing during these preschool years to de- 
velop habits, conduct patterns and mental atti- 
tudes which will serve him adequately later in 
meeting life with all its obligations and respon- 
sibilities. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


HOUSE OF DELEGATES 
Second Meeting 


TuEsSDAY Mornino, May 13 


The meeting was called to order at 8:49 
o’clock by the Speaker, Dr. H. O. Chesley. 

The minutes of the previous meeting were 
read and accepted as corrected. 

Dr. Frank Dinsmoor was substituted for Dr. 
T. M. Dudley on the Committee on Memorials. 

The Speaker appointed the following Commit- 
tee on Nominations: Eugene B. Eastman, 
Rockingham County; David W. Parker, Hills- 
boro County; John C. Lawlor, Strafford 
County; Henry C. Sanders, Jr., Sullivan 
County ; Frank Dinsmoor, Cheshire County. 
ReEpPorRT OF DELEGATE TO COUNCIL ON MeEbDIcAL Epuca- 


TION AND HospiraLs, AMERICAN MEpICcCAL ASSOCIA- 
TION 
May 12, 1930. 

I was unable to attend this meeting at Chicago, 
and beg to remind the delegates that the papers 
there presented are pubiished in the Journal of the 
American Medical Association. 

FrREDERIC P. Lorp, 
Delegate. 


REPORT OF COUNCILORS 


The Grafton County Society is in a normal healthy 
state. The annual meeting was held as usual in the 
Fall with a very good attendance. The Spring meet- 
ing will be held this year at Hanover June 26. 

A. T. Downine, Councilor. 


Dr. Frederic P. Lord reported as follows for 
the Committee on Officers’ Reports: 


REPORT OF COMMITTEE ON OFFICERS’ REPORTS 
1. Report of the Secretary-Treasurer. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society. 
2. Report of the Counciiors. 

We recommend the acceptance of these reports and 
their incorporation into the transactions of this So- 
ciety. 

3. Report of Necrologist. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society, 
but our recommendation is made with unusual feel- 
ings in such a formal duty, as the work, so ably 
carried on for many years, was never finished by our 
necrologist, for the next obituary to be written was 
beyond his powers; it was his own, and the task de- 
volved upon another. 


4. Report of Committee on Public Policy and Legis- 
lation. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society, 
and we wish to commend this committee for the 
wide scope and broad outlook of its work in attack- 
ing such important matters as are included in its 
report. Referring to the various sections separately: 

I. We approve the expressed belief of this com- 
mittee in regard to the need for a coéperative atti- 
tude by this Society towards the various health 
agencies in N. H., and recommend the adoption of 
their expression of this attitude. 





II. We approve of their action in adopting a bill, 
expressing the sentiment of this Society at our last 
meeting, to be presented to the next Legislature, 
similar to the Massachusetts law on the application 
of psychiatry in criminal cases. 

III. We approve of the bill prepared by this com- 
mittee to be presented to the Legislature, in regard 
to the right of petition to the State Commissioner of 
Insurance of N. H. by any parties aggrieved in the 
action of any insurance company, as specified. in 
their report. We desire especially to express our ap- 
preciation for the assistance given by Dr. Reed in 
this matter. 


IV. We also approve of the second bill on insur- 
ance, provided on full examination it proves to be 
entirely legal and constitutional. 

V. We find ourselves unable to approve either the 
majority or minority report on the Medical Practice 
Act. We respectfully suggest that the matter of re- 
vocation of a license be made mandatory in cases 
where a license has been obtained by fraud or in 
which the licensee has been convicted of murder or 
manslaughter, and that the revocation of a license 
be made permissive in cases involving a _ con- 
viction for other crimes punishable by imprisonment 
in the State Prison or where moral character or 
personal habits have become such as to unfit the 
licensee for the practice of medicine. 

VI. We do not approve at present the first recom- 
mendation that the State be requested to establish 
a hospital for the care of patients suffering from 
early or incurable cancer, or the second recommenda- 
tion that the State be asked to establish a hospital 
for the care of patients suffering from chronic dis- 
eases of other types, but we do approve the estab- 
lishment by this State of a commission for the in- 
vestigation of the necessity and feasibility of the 
provision of such institutions. 

VII. We approve the plan suggested for enabling 
groups of towns to secure the services.of a physician. 

VIII. We heartily approve the proposed plan for 
defense of the vaccination law. 

IX. We approve the recommendation for securing 
expert legal aid and remuneration therefore in 
handling bills before the Legislature. 

5. Report of Committee on Scientific Work. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society, 
and we wish to commend their work. 

6. Report of Delegate to the New England Medical 
Council. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society. 
We approve the idea thai the work of the New Eng- 
land Medical Council be referred to proper commit- 
tees of this Society for possible action. We recom- 
mend that a permanent committee of 5 members be 
appointed as suggested, but that its function be lim- 
ited to the matter of lay health organizations only, 
and that it be entitled the Committee on Lay Health 
Organizations, while other matters, referred by the 
New England Medical Council, be placed in the hands 
of the Committee on Public Relations, Public Policy 
and Legislation or other suitable committees. 


7. Report of the Committee on Medical Education. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society, 
and wish to state that we look favorably upon the 
plan that a special degree be granted by proper edu- 
cational centers for suitable postgraduate work in 
certain specialties. 
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8. Report of Committee on Salary of the Secretary- 
Treasurer. 

We heartily approve the adoption of the recom- 
mendation as to the Secretary’s salary, and wish to 
call the attention of the delegates to the long term 
of service, 24 years, of our Secretary, who has labored 
faithfully in season and out of season for this So- 
ciety, to such a degree that we are deeply in his debt. 
We feel that this belated action in increasing his 
salary cannot begin to compensate him financially 
for his services, but we hope it will be a small index 
of our appreciation. 












9. Report of Committee on Control of Cancer. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society, 
and we approve the recommendation that $25.00 be 
appropriated for its work next year. 







X. Report of Committee on Tuberculosis. 
We recommend the acceptance of this report and 
its incorporation into the transactions of this Society. 


XI. 






Report of Delegate to Council on Medical Edu- 
cation and Hospiials, A. M. A. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this Society. 


XII. Report of Committee on Publication. 
We recommend the acceptance of this report and 
its incorporation into the transactions of this Society. 
FreEDERIC P. Lorn, 
S. T. Lapp, 
C. L. Smarr. 













On several motions, properly seconded, each 
section of the report of the Committee on Officers’ 
Reports was adopted. On motion of Dr. Sullivan 
the report as a whole was adopted. 








Dr. Fred E. Clow presented the following 
resolutions : 


The New Hampshire Medical Society records its 
approval of any plan adopted by the State Board of 
Health of New Hampshire looking to an affiliation 
with authorities of neigiboring states for the study, 
prevention and treatment of poliomyelitis. The So- 
ciety offers its facilities and pledges the cordial and 
active support of its membership. 











On motion duly made and seconded the resolu- 
tion was adopted and the Secretary-Treasurer 
was directed to send a copy of it to the Secre- 
tary of the State Board of Health. 


On motion of Dr. Ladd, adjourned to 8:30 
o’clock the next morning. 













TuirD MEETING 





WEDNESDAY Mornina, May 14 






The House of Delegates was ealled to order 
promptly at 8:45 A. M. by the Speaker, Dr. 
Harry O. Chesley. 






The following Delegates were present : 


The President, Henry O. Smith, Hudson. 

The Vice-President, Osmon H. Hubbard, Keene. 
The Secretary-Treasurer, D. E. Sullivan, Concord. 
Rockingham County: 

Samuel T. Ladd, Portsmouth. 
Eugene B. Eastman, Portsmouth. 











Merrimack County: 
David R. Brown, Concord. 
R. O. Blood, of Concord, Alternate for E. T. 
Drake, Franklin, deceased. 


Cheshire County: 

Frank Dinsmoor, Keene. 
Grafton County: 

F. P. Lord, Hanover, 

A. T. Downing, Littleton. 
Sullivan County: 

Henry C. Sanders, Jr., Claremont. 
Hillsborough County: 

Kzra A. Jones, Manchester, 

P. Bergeron, Manchester, 

Benjamin G. Moran, Nashua, 

D. W. Parker, Manchester. 
Belknap County: 

N. W. MacMurphy, Belmont. 
Strafford County: 

H. O. Chesley, Dover, 

J. A. Hunter, Dover, alternate for J. C. Law- 

lor, Dover. 


Coos County: 

Joseph J. Cobb, Berlin. 

The Secretary-Treasurer read the minutes of 
the last session, which were approved. 

Dr. Lord moved that the Committee on Lay 
Health be elected instead of appointed, as voted 
at the prior session. Said motion, being duly 
seconded, was carried. 

The next order of business was the Report of 
the Committee on Nominations. The Speaker 
appointed as tellers Drs. Downing and Jones. 
Dr. Eastman, reporting for the Committee, sub- 
mitted the following nominations: 


President 


Osmon H. Hubbard, -Keene. 
William H. Nute, Exeter. 
Elmer M. Miller, Woodsville. 


Vice-President 
George C. Wilkins, Manchester. 
Roscoe G. Blanchard, Dover. 
Clifton S. Abbott, Laconia. 


Secre:iary-Treasurer for Five Years 
Dennis E. Sullivan, Concord. 


- 


Councilor for Coos County for Two Years (Vacancy 
due to removal from State of H. H. Marks) 
Richard E. Wilder, Whitefield. 


Councilor for Merrimack County for Five Years 
Henry H. Amsden, Concord. 


Councilor for Hillsborough County for Five Years 
Clarence O. Coburn, Manchester. 
Trustee for Three Years 
Ira J. Prouty, Keene. 
Speaker of the House of Delegaces 
Samuel T. Ladd, Portsmouth. 
Vice-Speaker of the House of Delegates 
Frederic P. Lord, Hanover. 
Delegate to Councii on Medical Education 
and Hospitals, A. M. A. 
Howard N. Kingsford, Hanover. 
Delegate to Bureau of Health and Public Instruction, 
Ay MH. A. 
Howard A. Streeter, Manchester. 
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Anniversary Chairman 
(To be appointed by the President) 


Necrologist 
Louis W. Flanders, Dover. 


Standing Committee 
Scientific Work 
D. E. Sullivan, Concord. 
H. A. DesBrisay, Hanover. 
F. P. Scribner, Manchester. 


Public Relations, Public Policy and Legislation 
S. T. Ladd, Portsmouth. 
James W. Jameson, Concord. 
H. O. Smith, Hudson. 
The President, Ex-Officio. 
The Secretary-Treasurer, 


Publications 
D. E. Sullivan, Concord. 
H. H. Amsden, Concord. 
Raymond H. Marcotte, Nashua. 


Ex-Officio. 


Arrangements 
(County Society.) 
Tuberculosis 
R. B. Kerr, Manchester. 
R. W. Deming, Glencliffe. 
A. L. Wallace, Nashua. 
Mental and Social Hygiene 
Benjamin W. Baker, Laconia. 
Cc. H. Dolloff, Concord. 
Leslie E. McKinley, No. Haverhill. 
Committee on Control of Cancer 
Fred E. Clow, Wolfeboro. 
George C. Wilkins, Manchester. 
Howard N. Kingsford, Hanover. 
Lay Health Organization 
EK. B. Eastman, 5 years. 
R. B. Kerr, 4 years. 
E. A. Jones, 3 years. 
E. M. Fitch, 2 years. 
C. R. Metcalf, 1 year. 


Delegates to State Societies 


Maine—J. C. Lawlor, H. O. Chesley. 

Vermont—J. A. Hunter, J. C. Keeley, David R. Brown. 
Massachusetts—T. W. Luce, D. W. Parker. 

Rhode Island—F. P. Dwinell, C. S. Smart. 
Connecticut—Deering G. Smith, Robert H. Brooks. 


It was voted to accept the report of the Com- 
mittee on Nominations. 

There being no other nominations from the 
floor, the Speaker declared nominations closed. 


Dr. Lord moved that the Seecretary-Treasurer 
be empowered to east one ballot for Dr. Osmon 
H. Hubbard for President. Said motion being 
duly. seconded and carried, the Secretary-Treas- 
urer cast one ballot as directed and the Speaker 
declared Dr. Hubbard elected President for the 
ensuing year. 

The Delegates then proceeded to ballot for 
Vice-President, with the following result: 

Total votes cast, 16. Roscoe G. Blanchard, 1; 
Clifton S. Abbott, 2; George C. Wilkins, 13. The 
Speaker declared George C. Wilkins elected 
Vice-President for the ensuing year. 

On motion of Dr. Henry O. Smith, duly see- 
onded, it was voted that the Secretary-Treas- 
urer be instructed to cast one ballot for the re- 





maining candidates nominated by the Committee 
on Nominations. Said ballot having been cast 


by the Secretary-Treasurer, the Speaker an- 
nounced the election of the remaining nominees 
to the positions above enumerated. 


The Speaker then declared the next order of 
business to be the selection of the place for the 
next annual meeting. An invitation from the 
Maplewood Club to hold the annual meeting at 
Bethlehem was read. 

Upon motion of Dr. David W. Parker, duly 
seconded, it was voted to hold the next annual 
meeting at Manchester. 


A lengthy discussion ensued concerning the 
payment by the Society of bills contracted by 
the local society of the county in which the an- 
nual meeting is held. This matter was discussed 
by Drs. Ladd, Blood, Parker, and Cobb, and 
Dr. Ladd moved that all bills contracted by the 
Merrimack County Society in connection with 
the entertainment of delegates and guests at the 
present meeting be assumed by the New Hamp- 
shire Medical Society. Dr. Parker offered an 
amendment, that the sum of $100 be contributed 
by the Society to the Auxiliary to pay its ex- 
penses in connection with the present meeting 
and the motion, as amended, was unanimously 
adopted. 


In regard to the expenses of the annual meet- 
ing, a general discussion ensued in which the 
Secretary-Treasurer gave an estimate of the ex- 
penses. Dr. Smith called attention to the provi- 
sion of the by-laws with respect to expenditures 
of money. 


After further discussion Dr. D. W. Parker 
moved that the sum of $1,000 be appropriated 
to cover the gross expenses of the annual meeting 
of the Society and the Auxiliary. Dr. Smith of- 
fered an amendment that of said sum of $1,000, 
$100 be appropriated for the use of the Woman’s 
Auxiliary. 

The following motion was unanimously car- 
ried: 

‘Voted: That at future meetings of the 
Society, all bills incurred for entertainment 
by the Committee in charge not exceeding 
$1,000, of which $100 shall be appropriated 
for the use of the Woman’s Auxiliary, shall 
be assumed by the State Society.’’ 


Dr. H. C. Sanders, Jr., read the report of the 
Committee on Memorials. 


REPORT OF COMMITTEE ON MEMORIALS 


Communication of William C. Woodward, Director 
of the Bureau of Legal Medicine and Legislation of 
the American Medical Association, concerning H.R. 
11143. A Bill to create in the Treasury Department a 
Bureau of Narcotics, which has passed the House of 
Representatives and is now pending in the Senate. 

We recommend that the Secretary-Treasurer be 
instructed to communicate with Senator Henry W. 
Keyes, member of the Committee on Finance, urg- 
ing that this bill be not enacted in its present form 
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and pointing out specifically certain amendments de- 
sired by the American Medical Association. 
Henry C. SANDERS, JR., 
JOSEPH J. Coss, 
F. M. Drinsmoor. 


Communication of William C. Woodward, Director 
of the Bureau of Legal Medicine and Legislation of 
the American Medical Association, concerning the 
Jones-Cooper Maternity Bill 8.255. We recommend 
that the House of Delegates instruct the Secretary- 
Treasurer to send a protest to each of the Senators 
and Representatives from this State against the en- 
actment of this bill or any similar legislation. 

HENRY C. SANDERS, JR., 
JOSEPH J. Coss, 
F, M. DInsMoor. 


On motion of Dr. Blood, and duly seconded, 
the report was adopted. 


On motion of the Secretary-Treasurer, duly 
seconded, the name of Dr. Lyman Spaulding, one 
of the early members and for thirteen years 
Secretary of the Society and the founder of the 
United States Pharmacopoeia was recommended 
for the Hall of Fame. 


On motion of Dr. Henry O. Smith the Presi- 
dent-Elect was authorized to appoint a com- 
mittee of three to make suitable arrangements 
for a clinical meeting to be held in the fall and 
at such place as the committee selects. 


The report of the Trustees: 


REPORT OF THE TRUSTEES OF THE NEw HAMPSHIRE 
MEDICAL SOCIETY 


Received of Dr. D. E. Sullivan, Treasurer, in Decem- 
ber, 1929, $500.00 which was deposited on book 
No. 12813, in the Portsmouth Trust and Quar- 
antee Company. 


Expenditures 
To Dr. D. E. Sullivan, $75.00 toward his expenses 
in attending the meeting of the A. M. A. 
$100.00 from the Pray Fund to the winner of the 
prize essay, Dr. Kerr. 


The Bartlett Fund 
Deposit in the Portsmouth Savings Bank, 
January 1, 1930 
Book No. B. 21116. 
The original fund, $352.11, by the 
terms of the bequest, is kept as a per- 
manent fund. 


$4,725.02 





The Pray Fund 
Deposit in the Strafford Savings Bank, 
Dover, January 1, 1930 1236.57 
Book No. A. 42. 
$1,000.00 must be kept as a perma- 
nent fund, the income of which is to be 
expended for prize essays. 





The Burnham Fund 
Deposit in the New Hampshire Savings ’ 
Bank, Concord, January 1, 1930.......... 1,853.86 
Book No. 80106. 
$1,140.00 must be kept as a perma- 
nent fund and the income expended 
for prize essays. 


General Fund 
Deposit in the Merrimack River Savings 
Bank, Manchester, April 1, 19380 ............. 1,833.97 
Book No. 26934. 
Deposit in the Portsmouth Trust and Guar- 
antee Company, May 1, 19380... sess 1,792.36 
Book No. 12813. 


Deposit in the New Hampshire Savings 


Bank, Concord, January 1, 1990............... 3,551.63 
Book No. 35696. 


Total of funds on deposit... $14,993.41 


Funds not available for general use 

Bartlett Fund $352.11 
Pray Fund and Interest reccsscorrrssssscssesser 1,236.57 
Burnham Fund and Interest .......... 1,853.86 





$3,442.54 


Total amount on deposit $14,993.41 
Permanent funds not available and interest 3,442.54 





$11,550.87 


The essay with the motto, ‘‘Vivire, Militare Est” 
submitted by Dr. Edward O. Otis, Exeter, N. H., re- 
ceived the first prize of One Hundred Dollars. 


Prizes will be offered for 1931 and 1932, from the 
Pray, Bartlett, or Burnham Funds, notices of which 
will be sent to each member of the Society. 


Respectfully submitted, 
A. H. HARRIMAN, 
THOMAS W. LUCE, 
IrA J. Proury. 
May 13, 1930. 


AUDITOR’S REPORT 


We, the Auditors of the New Hampshire Medical 
Society, have examined the account of Dr. D. E. 
Sullivan, Secretary-Treasurer, and have found it cor- 
rectly cast and vouched. 


Respectfully submitted, 
A. H. HARRIMAN, 
THOMAS W. LUCE, 
Ira J. Prouty. 
May 13, 1930. 


The report was accepted and adopted. 


Dr. Sullivan moved that the prize essay be 
printed in the New England Journal of Medicine 
and the Annual Transactions. Motion carried. 


Dr. H. O. Smith moved that the cordial thanks 
of the State Society be extended to the members 
of the Committee on Arrangements for their 
work in preparing the program for the conven- 
tion, as well as arranging the exhibits and pro- 
viding entertainment for the members and 
guests. Said motion, being duly seconded, was 
carried with applause. 


The Secretary moved that when the meeting 
adjourns, it shall adjourn out of respect to the 
memory of two deceased officers, Drs. George H. 
Clarke, and E. T. Drake. Motion carried. 


On motion of Dr. Eastman, duly seconded, it 
was voted to adjourn without delay. 





Adjourned sine die, at 10:05 A. M., May 14. 
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EVOLUTION OF MEDICINE* 


BY M. L. HARRIS, M.D.t 


EDICINE is a term of varied meaning 

whether applied to a definite object or 
viewed as a concept or an abstract general idea. 
In the latter sense it will include everything 
from the customs of the savage races, that are 
supposed to influence the Great Spirit favor- 
ably, to the magic of the ancient sorcerers, the 
ritualism of the priests, the divinations of the 
ancient Babylonians, the astrological readings 
of the Assyrians, and the modern development 
of the scientific method founded on the principle 
of observation and experience of the Greeks. 
Whatsoever term may be used to designate this 
concept we find that there is a definite common 
abstract idea back of it, and it is the purpose 
of these remarks to sketch briefly the history 
or evolution of this idea. 

The abstract idea of medicine in its erudest 
form had its origin in the minds of the primitive 
progenitors of the human race from the time 
they began their wanderings over the face of 
the earth. It is no wonder then that we find in 
primitive tribes and races throughout the world, 
whether in Africa, Asia, Australia, the Poly- 
nesian or the Americas, ideas and practices sim- 
ilar in kind. It was the almost universal cus- 


tom for some one person to be designated by the 


tribe or to assume for himself the function of 
medicine man by whatsoever term he was called. 
At times this person was the chief or head of 
the tribe or a supposed descendant of the tribal 
god and as such persons had no knowledge of 
disease in respect to its nature, cause or treat- 
ment their customs consisted of such fantastic 
and grotesque antics as were calculated to in- 
fluence favorably a particular god or spirit, as 
animism or the possession by inanimate objects 
of life and spirit was the common belief. Nor 
is it surprising that such customs however varied 
they might be in detail should exist in so many 
peoples so widely separated geographically since 
they all had a common origin and must have 
inherited some of the primal traits of the primi- 
tive stock. 

These so-called medicine men were the fore- 
runners of the priests and we find medicine as 
well as religion in the hands of the priesthood. 
The priests laid claim to having received their 
knowledge of medicine from the gods and that 
they were specially ordained by them to minister 
to the sick. Their secrets were carefully guarded 
and transmitted only from one to another in 
the order. The ignorance of the people made 
them easy victims of the magic and mystery 
of the priests who convinced them that they 
were being cured by the gods. 

*Read at the Annual Meeting of the New Hampshire Medical 
Society, Concord, May 14, 1930. 


+Harris—Professor of Surgery, Chicago Policlinic. 
and address of author see ‘This Week’s Issue’, page 
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From Babylon and Assyria about three thou- 
sand years before Christ came the belief in the 
great influence of the heavenly bodies—the stars 
and the sun and the moon—on the health and 
welfare of the people, and the divinations and 
predictions for the future by the study of the 
organs of sacrificed animals. These beliefs 
spread throughout the adjoining nations but 
among the Greeks and the Romans they degen- 
erated into mere superstitions. Some eighteen 
hundred years later or about twelve hundred 
years before Christ, Aesculapius is said to have 
appeared in history. Whether myth or man he 
was regarded by the Greeks and Romans as the 
‘food of healing’’. He is said to have estab- 
lished institutions in the neighborhood of 
mineral springs a combination of temple and 
sanatorium at which were practiced religious 
and hygienic rites. The patients who flocked 
to these temples were led to believe that their 
cures were the result of the treatments received, 
which consisted largely in the interpretation 
of dreams and in sacrifices made to propitiate 
the gods, and little credit was given to the 
mineral waters and the hygienic measures used. 
The system of the Aesclepiads or followers of 
Aesculapius gradually degenerated into mys- 
ticism and superstition and medicine still re- 
mained as an abstract idea or concept without 
a single established attribute until the time 
of Hippocrates four hundred years before Christ. 
Previous to him everything pertaining to medi- 
cine was but mystery and medical science existed 
only in futuro. It was Hippocrates who laid 
the first stone in the building of the temple of 
scientific medicine. He advanced the idea that 
disease is due to a change in the body and not 
to the possession of the body by a demon or 
evil spirit and that careful and extended ob- 
servations of the patient are necessary in the 
diagnosis of disease. These simple observations 
are all the more remarkable for having been 
made at a time when there was no knowledge 
of anatomy, or physiology or of chemistry and 
for the fact that they have stood the test of 
two thousand years during which period they 
have exerted a constant influence on the develop- 
ment of medical thought. 

We may now pass over five hundred years 
during which little was added to medicine un- 
til Galen contributed his observations on the 
pulse which was another stone in the build- 
ing of the temple. This was another example 
of keen observation and reasoning all the more 
interesting when it is realized that he had no 
watch with which to time the pulse, that he 
did not know about the circulation of the blood 
nor the cause of the pulse beat. 

Notwithstanding the first great impetus given 
to real medicine by Hippocrates subsequent 
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progress was exceedingly slow. Knowledge of 
disease had to wait on physiology, and physi- 
ology on anatomy. Although the study of anat- 
omy by dissection of the human body was begun 
in Alexandria before the birth of Christ it was 
fifteen hundred years before Vesalius, the father 
of anatomy, gave us the first work on anatomy 
that deserved the name, and yet even it still 
perpetuated many of the errors of Galen who ac- 
knowledged that he had never dissected a human 
body. It is truly astonishing how difficult it 
was for the human mind to grasp and compre- 
hend what would appear to have been the ob- 
vious. For hundreds of years it was taught that 
the blood passed from the right to the left side 
of the heart through invisible pores in the ven- 
tricular septum—a statement so absurd as to 
seem incredible—yet it was nearly a hundred 
years after Vesalius’ work on anatomy before 
Harvey demonstrated and described the cireula- 
tion of the blood. It would seem that the oppor- 
tunities that men had had for untold ages to wit- 
ness the bleeding to death of their fellow men in 
battle or of animals in the hunt would have 
suggested the possibility of a circulating blood, 
yet arteries were called arteries, meaning air 
tubes. because they were supposed to be filled 
with air instead of blood. One would have 
thought that Ambroise Paré, a hundred years 
before Harvey described the cireulation of the 
blood, would have had suggested to his mind 
the circulation of the blood when he discovered 
the ligation of arteries to control the bleeding 
in amputation of the extremities. Previous to 
Paré’s time hemorrhage in amputations was 
controlled by the application of the red-hot sear- 
ing iron or by pouring boiling oil over the 
stump, both of which methods must have 
caused extreme torture. Paré in writing of his 
discovery, said: ‘‘For the good of mankind and 
the honor and glory of surgery I was inspired of 
God with this good thought.’’ 

Harvey’s discovery of the circulation of the 
blood was the greatest advance that had been 
made in physiology, and the discovery of the 
ligature to control hemorrhage led to an epoch- 
making improvement in surgery. 

Great thoughts that have been of fundamental 
importance in the progress of medicine came but 
rarely to the mind of man, and the things that 
have had the most profound influence often have 
been the simplest and it is a marvel that their 
discovery was so long delayed. One of these 
was the discovery by Auenbrugger some two 
hundred years ago of percussion in physical 
diagnosis. So important and yet so simple was 
this discovery that Auenbrugger’s work on per- 
cussion was called by the Viennese School of 
Medicine ‘‘the beginning of modern medical 
diagnosis’’. Notwithstanding the fact that this 
work on percussion brought to the attention of 
the profession the value of the sense of hearing 
in diagnosis it was not until fifty vears later 
that Laennee discovered the stethoscope and 














Pereus- 
sion and auscultation did much to revolution- 
ize medical diagnosis. 

As has already been mentioned Hippocrates 
reasoned that disease was due to changes in the 
body although he knew practically nothing of 
anatomy or physiology and nothing of the 


brought out his work on auscultation. 


changes which took place in disease. It re- 
mained for Morgagni some two thousand years 
later to check up on the clinical symptoms 
found in life with the findings in the organs 
after death as revealed at the autopsy. This 
marked one of the greatest steps made in the de- 
velopment of medicine and gave to Morgagni 
the title of ‘‘father of pathology.’’ His work on 
the ‘‘Seats and Causes of Diseases’’ is a classic. 
Morgagni’s early pathology was supplemented 
by Virchow’s cellular pathology, made possible 
by Leeuwenhoek’s discovery of the compound 
microscope, an illustration of the help that dis- 
coveries in physies have been to medicine. 

Occasionally there have come down to us 
words of wisdom from a man who is said to have 
lived far ahead of his time. Guy de Chauliae 
was such a person, a French surgeon of great 
renown, who flourished in the thirteenth century. 
He was a prolific writer and is said to have 
written the first complete surgery in Europe. 
It was he who said: ‘‘Sciences are made by ad- 
ditions. It is quite impossible that the man 
who begins a science should finish it.”” How 
true that is in medicine. 

The past hundred years have been remarka- 
bly productive in medicine. Bacteriology, 
aseptic surgery, immunology, Roentgen ray, bio- 
logie chemistry—matters with which you are 
all familiar—have revolutionized medicine. 

I have touched but lightly and imperfectly 
on a few of the great additions that have 
brought medicine out of the darkness of a dim, 
misty concept or abstract idea and placed it in 
the limelight among the sciences. It may seem 
to some that medicine has been slow in reach- 
ing its present state of knowledge, but if so it 
enjoys the unparalleled distinction of having 
kept steadily, consistently and indefatigably at 
the task before it with its face never for an in- 
stant removed from the goal. That primitive 
concept, that abstract idea or ideal has been a 
constant stimulus, driving it on to renewed ef- 
forts in search of truth—truth that it can give 
to the world for the benefit of mankind. At 
times there have been those who have lost them- 
selves in a maze of fantasies but they have had’ 
no effect on the constantly widening stream of 
truth that flows steadily onward. Schools and 
systems have lived and flourished for a day, 
only to fade away and die unable to withstand 
the advancing light of science. It is claimed 
that medicine is intolerant because it fails to 
vield to schools and cults and systems that knock 
at the door for admittance, but there can be no 
tolerance between the true and the false. Med- 
icine submits everything to the test of science 
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and all else must do the same. Medicine is al- 
ways conservative. Experience has led it to 
distrust the sensational and the miraculous, pre- 
ferring that things speak for themselves before 
being accepted. 

Medicine lays claim to the proud distinction 
of being the first profession or occupation to for- 
mulate and adopt principles of ethics, or rules 
of conduct. The profession has been chided, 
reproved and ridiculed repeatedly for its princi- 
ples of ethics, but usually by those who seem 
unable to comprehend and appreciate the fact 
that there is not a word in the principles of 
ethies that centuries of experience have not 
shown to be for the best interests of the patient, 
the public and the profession. 

The principles of medical ethics is but an 
elaboration of the Hippocratic Oath—a docu- 
ment that has been honored and revered by the 
profession to the present day as a beautiful 
epitome of the life of a great man. One cannot 
read the Oath without being filled with emotion, 
kindled by a realization of the noble and moral 
qualities that characterized him who wrote it. It 
may be said that he was the founder of a guild 
or a profession the aim and purpose of which 
was to develop and practice that concept or ab- 
stract idea which we call medicine, the evolu- 
tion of which we have attempted briefly to out- 
line. The great importance of this concept is 
well shown by the widespread influence that it 
has exerted on the growth and development of 
civilization. It is rather difficult to define civ- 
ilization sinee it is not a definite, fixed state but 
a changing or progressive form or mode of ex- 
istence of mankind, and began when consider- 
able numbers of men became united and worked 
together for common ends. Where a vast num- 
ber of men are held together as a sociologic or- 
ganization there must be some unifying force 
other than simply a community of interests and 
a review of the history of civilization makes it 





evident that this unifying force consists of an 
emotionalization of ideas that become beliefs and 
motives. Every great movement in the world 
has had emotion as the motivating factor. Emo- 
tion therefore, is found to be the basis of civi- 
lization just as it is of every form of religion 
and of medicine. The numerous forms of gov- 
ernment that have existed, managed to hold the 
governed together by creating in the minds of 
the people a sense of unity or a feeling of mu- 
tual relationship, and this feeling was implanted 
and maintained by some symbolic expression of 
emotion. The function of religion is to culti- 
vate an emotional fringe or sense of reality in 
connection with an idea which transforms a mere 
thought into a belief, and in order to maintain 
a certain stability of the belief it is necessary to 
dramatize the ideas on which the belief is based. 
This is exemplified in thé various rites or cere- 
monies performed in an established or pre- 
seribed manner and which constitutes an emo- 
tional culture. Medicine as an art and a sci- 
ence has an association of its members organized 
for the purpose of promoting the art and science 
of medicine and the betterment of public health, 
an organization to which every reputable phy- 
sician should belong. Medicine is based on emo- 
tion the emotion of primal sympathy of man 
with man, an emotion that inspired in the heart 
of man the beautiful and everlasting ideal of 
service. Is there anything more beautiful than 
the devoted service of the beloved family physi- 
cian to his grateful patients? Is there anything 
more everlasting than the service rendered to hu- 
manity by those martyrs who paid the supreme 
sacrifice to solve forever the cause of a fatal in- 
fectious disease? Let us make service then the 
ideal belief of the profession and may an emo- 
tional culture that will act as a force binding its 
members in unity be found in the principles of 
medical ethics as expounded and promulgated by 
the American Medical Association. 
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MESSAGE BROADCAST FROM WEEI BY HENRY O. SMITH, M.D.,* 
PRESIDENT OF THE NEW HAMPSHIRE MEDICAL 
SOCIETY, MAY 12, 1930 


FEW weeks ago, Dr. John F. Holmes gave 


you a graphic description of the founding 
and early history of the New Hampshire Medi- 
eal Society and a brief sketch of the program 
which we plan to carry out at the 139th Annual 
Meeting. 


We cordially invite the members of the med- 
ical profession in the other New England States 
to attend this meeting as our guests. 

_ The President of the American Medical Asso- 
ciation, Dr. Maleolm L. Harris, of Chicago, will 


ae? an address at the afternoon session, May 


*Smith—President, New Hampshire Medical Society 1929-30. 
For — and address of author see “This Week’s Issue’, 
page 40. 





Other men from out of the state, eminent in 
their respective specialties, have a part in .the 
program. 

I wish however to emphasize the fact that 
some of the most important papers will be pre- 
sented by New Hampshire practitioners of med- 
icine. 

While we endeavor each year to present 
among our speakers noted men from other 
states, yet we have found it a very worth while 
policy to listen to the teachings of our own New 
Hampshire men. 

That ‘‘a man is not without honor save in his 
own country’’ is emphatically not true of the 
New Hampshire physician in the estimation of 
his confreres. 
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I have used the words New Hampshire three 
times in the last three sentences, and have done 
so deliberately, for I firmly believe that no- 
where on this earth can be found a body of 
men more devoted to the study of the science 
and the practice of the art of medicine than are 
the members of our State Society. 


Let us briefly consider a few of the best known 
names in the profession. We bow to the genius 
and the well-deserved fame of the Mayos; we 
recognize the prestige of the Flints, father, son 
and grandson; but we respectfully submit that 
the most illustrious family of physicians in all 
these United States, in all time, is that of the 
Crosbys of New Hampshire.—Josiah Crosby, 
Dixi Crosby, Albert H. Crosby, George Avery 
Crosby, Thomas Russell Crosby and Alpheus 
Benning Crosby. And the ancestor of these men, 
Dr. Asa Crosby of Gilmanton, was himself a 
sturdy practitioner of high repute. That line 
of Crosbys is unmatchable! Asa Crosby served 
three years as vice-president of our society, and 
for a full quarter of a century, beginning with 
1810, his name appears more frequently than 
any other as a member of the council and of 
various important committees. 


At least five of his descendants bearing the 
honored name, Crosby, have served as our pres- 
ident. 


- Perhaps never was a man more sought as a 
teacher of medicine than was Alpheus Benning 
Crosby. He taught at Bowdoin, University of 
Vermont, Dartmouth, Long Island Medical Col- 
lege, University of Michigan and Bellevue Hos- 
pital Medical College, declining appointments 
at the University of New York and the Jefferson 
Medical College. The fame of this man and of 
his father, Dixi, is imperishable. 

And what of our men of lesser fame? One 
example must suffice: Of late we have heard 
much of a so-ealled new disease, psittacosis, or 
parrot fever. Let me remind you that the ear- 
liest published report in America of the occur- 
rence of that disease, was of a series of cases in 
the practice of Dr. Nathaniel H. Scott of Wolfe- 
boro. Dr. Seott, who is still living, read before 
our society, in 1906, a most interesting and in- 
structive description of this series of three 
severe cases, all of which recovered. 

And so, each year, ovr own members are pre- 
senting in our meetings papers of the utmost 
value. This year will be no exception. To give 
a list of our members who will present and dis- 
cuss papers would be almost equivalent to call- 
ing the roll of our most eminent men; yet not 
so, for I know ful] well that next year, and the 
next, and the next, equally as able and instruc- 
tive addresses will be made by men equally alert, 
studious and capable. 

It is true that, after two long days devoted 
to a consideration of some of the most impor- 
tant problems of medicine, we shall indulge in 
a little relaxation; yet the anniversary dinner 








in the evening of the second day, May 14, will 
not be devoted solely to gastronomic and social 
pleasures. The fact that Dr. Harris and United 
States Senator Royal S. Copeland will address 
us at that time is guarantee enough that food 
will be furnished for the mind as well as for the 
body. 

An event unique in the history of our meet- 
ings and one to which we are all looking for- 
ward with keen anticipation is scheduled for the 
afternoon of the second day. The society will 
honor itself by presenting gold medals to three 
men. These men have been members of the 
State Society for fifty years and each one has 
for over fifty years actively practiced medicine 
in the town in which he now lives. Dr. George 
Hoitt Sanborn of Henniker, Dr. George Winsor 
Hatch of Wilton and Dr. Melvin T. Stone of 
Troy. What a record is theirs! Rich in years 
and experience yet still young in spirit. Only 
last week I met Dr. Hatch, twenty miles from 
his home, at a concert given by the musical clubs 
of his Alma Mater, Dartmouth College. 


As we consider the lives and accomplishments 
of these three men, tynical, as we believe, of the 
medical fraternity in our state, we can but feel 
assured that the record of our society in the 
future will be as prond and outstanding as it 
ever has been in the past. 





MISCELLANY 


HONORS TO THREE NEW HAMPSHIRE 
PHYSICIANS FOR FIFTY YEARS OF SERVICE 





In addition to the previous brief reference to the 
presentation of the gold medals to the doctors cred- 
ited with fifty years’ membership in the Society and 
fifty years’ consecutive practice in their present lo- 
cation, it is of interest to note that the medals, of 
solid gold, are simple in design. Engraved upon 
them are the names of the recipients and the name 
of the New Hampshire Medical Society, with the 
words, “Fifty years” and the figures, 1850 to 1930. 





HISTORICAL FEE TABLE AND BY-LAWS OF 
THE SOUTHERN DISTRICT, NEW-HAMPSHIRE 
MEDICAL SOCIETY 


An interesting fee table and pamphlet have come 
to our attention with reference to the medical history 
of New Hampshire. Copies of these appear below. 





FEE TABLE, 

OF THE 
SOUTHERN DISTRICT 
OF THE 
NEW-HAMPSHIRE 
MEDICAL SOCIETY. 





AMHERST, 
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FEE TABLE. 
Visit and advice, within a mile 
For each additional mile 
Rising in the night 
Do. and visit 
Travel do. per mile 
Advice at the Physician’s house in ordinary 
cases 
Emetic, Cathartic, Epispastic, each 
Common Medicine, in the course of a fever, 
per day 
Consultation, first visit 
Do. after, in the same case 
Obstetricy 
If the Placenta be not removed before the arri- 
val of the accoucher, charge the whole fee 


$.50 
0.25 
0.25 
0.75 
0.30 

















0.25 
0.25 








0.25 
1.00 
0.75 
3.00 











3.00 


instru- 
addition 


considerable distance, 
cases, a_ reasonable 


In cases of long detention, 
mental and unnatural 


to the common fee. 
SURGERY, 
So far as it relates to common Practice. 

dc 
4.00 
2.00 
4.00 
2.00 
3.00 
1.00 
2.00 
2.00 
1.00 
0.25 
0.25 
0.50 
0.25 
1.00 
1.50 
5.00 
0.50 
0.15 
2.00 
1.00 
1.00 
0.50 
0.50 





Tapping for Ascites 
Do. after operation 
Reducing fractures of large bones 
Do. do. of small bones 
Luxations of large bones 
Do. small do. 
Reducing Hernia by external applicationn.................. 
Hydrocele, first puncture 
Do. after operation 
Venesection 
Extracting a tooth... 
Visit and extracting a tooth 
Opening small abscesses 
Do. large do. 
Excision of small tumors 
Do. large do. 
Dressing small wounds 
For each stitch 
Introducing Catheter, first operation 
Do. do. after 
Vaccination 
Powders and Pills, per doz. 
Liquids, in drop doses, per oz. 
Tinctures. Elixirs, Juleps, &c. pr. oz. 















































do. 











N. B. 
rise. 

When visiting in the same circuit, in different houses, each 
shall be charged with visit and travel, the same as to a single 
patient. 


By night, is intended from 10 o'clock, p. mM. till sun- 


I HEREBY CERTIFY, That the foregoing is a true 
Copy of the FEE TABLE of the Southern District 
New-Hampshire Medical Society, as reported by a 
committee appointed for that purpose, and approved 
by the said Society at their Annual Meeting in Octo- 
ber, 1818. 

JAMES CROMBIE, Secretary. 





BY-LAWS 


OF THE 
SOUTHERN DISTRICT 


NEW-HAMPSHIRE MEDICAL 
SOCIETY. 





NASHUA: 
PRINTED AT THE GAZETTE OFFICE. 
1839. 


BY-LAWS. 


SECTION I. 
Of Officers, Meetings, &c. 

Arr. 1. The Society shall meet semi-annually, on 
the second Tuesday of June, and the second Tuesday 
of January, at ten of the clock, A. M., the former 
of which shall be considered the anniversary, at 
which time there shall be elected by written ballots, 
a President, Vice-President, three Counsellors, Sec- 
retary, Treasurer and Librarian; a majority of votes 
to determine the choice. 

2. No person, not a member of this Society, shall 
attend any meeting, except he be a member of some 
incorporated Medical Society, and be admitted by’ 
a vote of the members present. 

3. In all meetings of the Society a majority shall 
govern. 

4. No member shall be eligible to the office of 
President more than three years successively. 

5. No member shall be eligible to the office of 
Counsellor who is Counsellor in the General Society. 


SECTION II. 
Order of Business. 


Art. 1. As soon as the presiding officer shall have 
declared the meeting open, the Secretary shall read 
the minutes of the last meeting, and report the un- 
finished business. 

Patients admitted for examination. 
Communications made; Dissertations. 
Place of the next meeting appointed. 
Meeting adjourned. 


SECTION III. 
Rules of Decorum. 


Art. 1. The President shall not leave the chair, 
unless on some urgent occasion, or speak to any 
question without first obtaining permission of the 
Society. 

2. No member shall speak in debate without rising 
and addressing himself to the President. 

3. No member having spoken once in debate shall 
speak again to the same question without leave of 
the Society. 

4. Every member, as soon as he has done speak- 
ing, shall sit down. 

5. No member shall speak on a subject after the 
question is decided. 

6. No member shall interrupt another’ while 
speaking, unless to call him to order, or correct a 
mistake. 

7. No motion shall be considered unless seconded. 

8. No member shall nominate more than one for 
the same committee, provided the first be chosen. 


SECTION IV. 
Duties of the President and Vice-President. 
Arr. 1. ‘It shall be the duty of the President to 
preside in all meetings of the Society, preserve order 
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and decorum, determine all questions of order; yet 
any member being dissatisfied with his decision, may 
appeal to the Society, whose decision shall be deter- 
mined by yeas and nays. 

2. He shall take the sense of the Society upon 
every motion made and seconded; and shall have 
a casting vote in all cases when the votes are equally 
divided. 

3. In the absence of the President, the Vice-Presi- 
dent shall preside and possess all the authority of 
the President. 


SECTION V. 
Duties of the Counsellors. 


Art. The Counsellors shall meet semi-annually 
on the second Tuesday in June, and the second Tues- 
day in January, at the place where the Society holds 
its meeting on the same day, at eight of the clock, 
A. M. to try and determine all controversies, of which 
this Society have original or final’ jurisdiction, and 
may adjourn to such time and place as may suit 
their convenience and the convenience of the par- 
ties, two of whom shall constitute a quorum to do 
business; at which meetings the senior Counsellor 
present shall preside. ; 

2. The President:and Counsellors are empowered 
to call a special meeting whenever they shall deem it 
expedient. 

SECTION VI. 
Duties of the Secretary. 

Arr. 1. The Secretary shall note the members 
present, take minutes of all the proceedings of the 
Society, and keep a record of the same; attend all 
meetings of the Counsellors, take minutes of all their 
proceedings, and keep a fair record of the same, and 
in case of an appeal, make out and forward the 
necessary papers, and perform all the duties pre- 
scribed for him in Section X, Art. 1, Section XI, 
Art. 5, and Section XIII, Art. 4. 

2. He shall give notice to every new member 
of his admission, keep the Cabinet, and attest all 
writings. 

3. He shall answer all letters directed to the So- 
ciety and write such as they may direct. 

4. He shall annually transmit to the Secretary 
of the General Society a full and correct copy of all 
the proceedings of the Society. 


SECTION VII. 
Duties of the Treasurer. 


Art. 1. The Treasurer shall give bonds to the 
satisfaction of the Society for the faithful discharge 
of his duty. 

2. He shall receive all monies due to the Society, 
keep a fair record of the same, and pay them out 
from time to time, by order of the Society, and ren- 
der his account at the anniversary meeting to a 
committee chosen for that purpose, whose report, 
when accepted, shall be recorded by the Secretary. 

3. He shall write to each delinquent member, 
after two taxes shall have become due, informing 
him of the sum due, desiring him to make payment; 





and if any member shall neglect to make payment 
one year after such notice, he shall lay the same 
before the Society. 





SECTION VIII. 


Duties of the Librarian and Regulations 
of the Library. 

Art. 1. It shall be the duty of the Librarian to 
keep a catalogue of all the books belonging to the 
Society, the prices paid for them; if a donation, the 
name of the donor; he shall enter the name of the 
Society in each book, and if a donation the name 
of the donor. 

2. He shall note any injury a book may sustain 
while out of the Library, and the member who had it 
in his possession; and the damage shall be estimated 
by a committee, whose duty shall be to inspect the 
Library and make report to the Society, on the day 
of the anniversary meeting. 

3. If any book, while in the possession of a mem- 
ber, be lost, he shall procure another for the Library, 
if it be a part of a set, he shall take the remainder 
of the set, and procure a new set for the Society. 

4. Any member thinking himself injured by the 
judgment of the inspecting committee may appeal 
to the Society, whose decision shall be final. 

5. Each member shall be entitled to receive three 
volumes at a time from the Library, to be returned 
as follows, viz:—at the anniversary meeting in June, 
and the semi-annual meeting in January; and in 
case of failure, shall pay a fine of ten cents a month 
till returned. 

6. All books shall be returned to the Library by 
one o’clock, P. M. at the anniversary meeting, for 
the purpose of inspection; and should any member 
neglect to make such return by said time, he shall 
pay a fine of fifty cents for his neglect. 

7. All fines for the breach of the Library laws 
and assessments for damages, shall be paid to the 
Librarian, who shall pay the same to the Treasurer 
at every annual meeting. 

8. No member shall be entitled to take a book 
from the Library, who has incurred a fine, and has 
for more than one year neglected to pay the same, 
or has two years’ taxes charged against him. 


Duties of Members. 


Art. 1. It shall be the duty of eAch member to 
promote the honor and interest of the Society so far 
as in his power; and he is requested carefully to 
observe in his profession such occurrences as are 
worthy of remark, and to make communication of 
the same to the Society in writing. 

2. Each and every member shall vindicate the 
character of his fellow member, as far as justice and 
propriety will admit, both in public and private. 

3. Each and every member shall attend punctually 
and give advice freely with all consultations with 
each other, but shall not encourage any empirick 
or pretender, but use all lawful means to discourage 
and prevent their imposing upon mankind. And if 
in any case, a difference of opinion should arise, 














NEW HAMPSHIRE 


30 


N. E. J. of M. 
July 3, 1930 


MEDICAL SOCIETY 





as to the necessity, or propriety of holding consul- 
tations, with any person practicing medicine, the 
ease shall be referred to the counsellors. 

4. No member shall visit the patient of a fellow 
member under pretence of calling as a friend or 
neighbor, for the purpose of insinuating himself into 
the favor of the patient or his friends, to the detri- 
ment of a fellow. 

5. No member shall visit, bleed, extract teeth or 
administer medicine in a family who usually employ 
a fellow member, gratis, or for a less fee than he 
usually charges, unless the indigence or circum- 
stances of the patient shall justify the same. 

6. No member shall be censured for the part he 
may have taken in debate, provided he keep within 
the rules of order, or for the vote he may have cast 
in taking the sense of the Society on any question. 

7. Two members shall be chosen at each meeting 
to present a Dissertation on some subject relative 
to the profession; which Dissertation shall be read 
before the Society at their next meeting, and a ques- 
tion may be proposed to be discussed at a future 
meeting. 


SECTION X. 
Complaints, to whom made. 


Art. 1. All complaints for the violation of the 
By-Laws, and Regulations of the General Society, 
of which this Society have original jurisdiction, and 
all complaints for the violation of the regulations 
of this Society, shall be made to the Secretary in 
writing, which complaint shall distinctly specify the 
nature of the offence, the time when, and the place 
where the alleged offence was committed; and it shall 
be the duty of the Secretary to make out an attested 
copy of all complaints thus made. with a citation 
in form as follows, viz:— 

To Dr. A. B. of @. 

You are hereby cited to appear before the Coun- 
sellors of the Southern District N. H. Medical Soci- 
ety, at on the second Tuesday of at 8 of the 
clock, a. mM. then and there to answer to the fore- 
going complaint. 

Dated at this day of 18 
D. E. Secretary. 

2. The fellow or associate thus complaining, shall 
serve the fellow or associate thus complained of, 
with the attested copy of complaint and citation, 
by delivering the same to him in hand, or leaving it 
at his usual place of abode, at least fifteen days prior 
to the meeting of the Counsellors, and certify the 
same to the Secretary before said meeting. 

3. Should any fellow or associate, cited as afore- 
said, unnecessarily neglect to appear before the Coun- 
sellors, or the fellow or associate complaining, neg- 
lect to appear to prosecute his complaint, the trial 
may proceed exparte. 


SECTION XI. 
Certificates of Affidavits to be used as evidence, 
how taken, éc. 
Art. 1. When it is inconvenient for witnesses to 
attend, certificates or affidavits may be received as 





evidence, provided the adverse party be notified agree- 
ably to the following article. 4 

2. Should any fellow or associate wish to take 
the certificate of any person to be used as evidence 
in any case before the Counsellors, he shall give the 
adverse party seasonable notice in writing, specify- 
ing the day, hour and place, and for what purpose 
the certificate or affidavit is to be taken, and deliver 
an attested copy of such notice to the Secretary be- 
fore the meeting of the Counsellors. 

3. Certificates or affidavits may be taken to in- 
validate the testimony of any person, provided the 
adverse party be notified agreeably to the foregoing 
article. 

4. Any fellow being dissatisfied with the decision 
of the Counsellors, in any case for violation of the 
By-Laws and Regulations of the General Society, 
may appeal to the Council of the General Society, 
(vide By-Laws of the General Society, Chap. 4, Sec. 
‘A 

5. The Secretary shall report the decision of the 
Counsellors to the Society in all cases where they 
have final jurisdiction, which decision shall be car- 
ried into effect unless two thirds of the members 
present shall vote against it, which shall be deter- 
mined by yeas and nays. 

6. No complaint shall be entered one year after 
the offence shall have been made known to the per- 
son complaining. 


SECTION XII. 
Of Vacancies. 


Art. 1. In case of death or removal of any officer, 
the other officers or select committee shall take 
charge of the effects belonging to said officer, and 
give receipts for the same; which effects shall be 
delivered to the person who shall next fill the office 
vacated. 


SECTION XIII. 
Adiission of New Members. 


Art. 1. Any person of good moral character, who 
has been examined and approved by some medical 
incorporated body, or shall have received a medical 
Degree at some University, may be elected an asso- 
ciate at any regular meeting of this society.—And 
if any Licentiate or Doctor in medicine, or any other 
person practising medicine within the limits of this 
society, shall hereafter refuse, or neglect, to obtain 
admission as a member of this society, according 
to the method prescribed by the By-Laws, for more 
than six months after notice being given of this 
regulation, by some member of the society, he shall 
be deemed an irregular practitioner and treated as 
such. But nothing contained in this article shall be 
considered to affect in the least the rights of those 
regular practitioners who entered into practice pre- 
vious to the year 1810. 

2. The election of associates shall be by ballot, 
at any stated meeting of the society. 

3. Every candidate shall first be proposed and 
recommended by at least one member to the officers, 
his name and place of abode delivered in by the 
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proposer, one of the officers consenting thereunto; 
the same shall be read by the Secretary, and a copy 
thereof posted up in the room where the Society 
meet; and at that or any succeeding meeting, the 
candidate may be balloted for, and if two thirds of 
the ballots are in his favor, the choice shall be valid. 

4. No individual elected into this society shall be 
considered a member, till he shall signify to the 
Secretary his acceptance in writing, and shall have 
signed the Constitution; and it shall be the duty 
of the Secretary to instruct him accordingly. 





SECTION XIV. 
Fines and Contributions. 


Art. 1. A member of this Society, who shall neg- 
lect to attend to any special duty required of him, 
as an officer or member, (he having consented there- 
unto,) may be fined in a sum not exceeding two dol- 
lars; but for high offences he may be suspended or 
dismissed. - 

2. Each new member, on his admission, shall pay 
to the Treasurer two dollars, to be disposed of for 
the benefit of the institution. 

3. The annual tax of each member of this Society 
shall be fixed at one doilar, to be paid to the Treas- 
urer at every anniversary meeting. 


Alterations and Amendments, 
ADOPTED JUNE 9th, 1840. 
Amendment of Article Fourth, Section Sixth. 


The Secretary shall be required to transmit to the 
N. H. Medical Society such abstract only of the pro- 
ceedings of this Association, as the By-Laws of that 
Society designate—anything in the 4th Article of 
Section VI. of these By-Laws to the contrary not- 
withstanding. 

Amendment of Article Fifth, Section Eighth. 

Members taking books from the Library may be 
allowed to retain them six months, excepting that 
all books shall be returned at the Annual Meeting, 


subject to the same penalties for neglect as hereto- 
fore established. 


Meetings of the Society. 

The annual Meeting of this Society shall be holden 
at Amherst, on the Second Tuesday of May, in each 
year; and the Semi-Annual Meeting, at such time 
and place as may be determined by vote of the Soci- 
ety at the preceding meeting. 


The foregoing is a true copy of the By-Laws of the 

Southern District N. H. Medical Society. 
F. P. FITCH, Secretary. 
Associates of the Southern District N. H. Medical 
Society. 

DANIEL ADAMS, M.D., Mont-Vernon. 

SIMEON J. BARD, M.D., Francestown. 

Dr. WILLIAM BARBER, Mason. 

JAMES BARR, M.D., New-Ipswich. 

*Dr. ROBERT BARTLEY, Londonderry. 

*CALVIN BROWN, M.D. 

Dr. ISRAEL BURNHAM, Antrim. 

*Dr. DAVID CARTER, Peterborough. 

{JOHN CLOUGH, M.D. 








ELIJAH COLBURN, M.D., Nashua. 

Dr. JAMES CROMBIE, Francestown. 
JAMES H. CROMBIE, M.D., Francestown. 
+JAMES M. CUMMINGS, M.D. 

*JOHN DALTON, M.D., New-Boston. 
JAMES DANFORTH, M.D., New-Boston. 
EBENEZER DEARBORN, M.D., Nashua. 
HARRISON EATON, M.D., Merrimack. 
tDr. THOMAS EATON, Francestown. 
Dr. MICAH ELDRIDGE, Nashua. 

Dr. LUTHER FARLEY, Bradford. 
FRANCIS P. FITCH, M.D., Amherst. 
Dr. SAMUEL FITCH, Greenfield. 
DAVID FLANDERS, M.D., Londonderry. 
tDr. JAMES FORSAITH, Deering. 

+Dr. JAMES M. FULLER. 

Dr. ABEL GOODRICH, Merrimack. 
*JONATHAN GOVE, M.D., Goffstown. 

J. G GRAVES, M.D., Nashua. 

Dr. AARON P. GROSVENOR, Pelham. 
NOAH HARDY, A.B., Hollis. 

DAVID HARRIS, M.D., Brookline. 

Dr. ASA HEALD, Dublin. 

ISRAEL HERRICK, M.D., Lyndeborough. 
H. M. HOOK, M.D., Hudson. 
*BARNARD HOYT, M.D., Merrimack. 
OTIS HOYT, M.D. 

LUKE HOWE, M.D., Jaffrey. 

Dr. JONAS HUTCHINSON, Hancock. 
*Dr. THOMAS JEWETT, Rindge. 

*Dr. BENJAMIN JONES, Lyndeborough. 
7Dr. NATHAN JONES. 

JOSIAH KITTREDGE, M.D., Nashua. 
Dr. PETER MANNING, Merrimack. 
THOMAS H. MARSHALL, M.D., Mason Village. 
Dr. F. A. MITCHELL, Bedford. 

DAVID M’QUESTEN, M.D., Washington. 
TIMOTHY PARKHURST, A.B., Wilton. 
tJAMES W. PERKINS. 

*JOHN PRESTON, M.D., New-Ipswich. 
*Dr. JABEZ B. PRIEST, Peterborough. 
JOHN RAMSEY, M.D., Greenfield. 

~Dr. SAMUEL RICHARDSON. 

*Dr. EBENEZER ROCKWOOD, Wilton. 
Dr. OLIVER SCRIPTURE, Hollis. 
jAMBROSE SEATON, M.D. 
{BENJAMIN SKELTON, M.D. 
EDWARD SPALDING, M.D., Nashua. 
MATTHIAS SPALDING, M.D., Amherst. 
7*MATTHIAS SPALDING, M.D. 

Dr. JEREMIAH STICKNEY, Antrim. 
*Dr. PAUL TENNEY, Hudson. 
BENJAMIN H. TRIPP, M.D., Londonderry. 
*Dr. PETER TUTTLE, Hancock. 

*Dr. JOHN WALLACE, Milford. 

*Dr. ISAAC WALLACE, Derry. 
THOMAS WALLACE, M.D., Derry. 

*Dr. DANIEL WARDWELL. 

yA. H. WILDER, M.D. 

RICHARD WILLIAMS, M.D., Milford. 
JACOB A. WOOD, M.D., Hancock. 

Dr. PETER P. WOODBURY, Bedford. 


* Associates deceased. 
t Removed from the State. 
t Changed their Profession. 
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THE SURGICAL TREATMENT OF CHRONIC SUPPURATIVE DISEASES 
OF THE LOWER RESPIRATORY TRACT* 


BY C. M. VAN 
O review the subject of thoracic surgery is 
to eee a very considerable field of inter- 
vention in chronic suppurative diseases of the 
lower nore re tract. I wish to pass swiftly 
in the next few minutes over the subject of sur- 
vical therapy in some of these diseases, with par- 


ticular regard to indications and results. 


T 


EMPYEMA 


It may now be said safely that chronie, non- 
specific empyema of the pleural ‘avity Is reg- 
ularly curable. Moreover, the development of a 
case from the acute stage is no longer excusable 
and points to incompetency or neglect on the 
part of the surgical attendant. 

The first step in treatment of a case which has 
persisted more than six months is to open the 
cavity by incision wide enough to permit direct 
observation of its parts and to establish adequate 
drainage. This determines the status quo and 
etiology and often, of itself, will procure heal- 
ing. At least it results in reducing the size of 
the cavity to some extent, controls the virulence 
of the infection and improves the constitutional 
condition. Later, the cavity that remains should 
be obliterated by the plastic operation of Schede. 
which removes the overlying rigid parts and 
allows the soft tissues to sink and fill the eavity. 


If extensive, the procedure is carried out in 
stages, with free recourse to blood transfusion 


and other constitutional aids. Deecortication of 
the underlying lung is no longer practiced. 


At the primary exploration it is wise routinely 
to biopsy the pleura, for tuberculosis subtly 
underlies a surprisingly large number of these 
cases, and prognosis and therapy are then rad- 
ically different. The eure of sueh a ease is 
prolonged and uncertain. If an instance is met 


with before drainage has been established, and 
in the absence of secondary infection, expectant 


treatment with repeated aspiration is indicated. 
Later, compression therapy by extranv!eural 
thoracoplasty may be done; and, still later, con- 


ditions permitting, the Schede ‘‘unroofing’’ 
operation is used to obliterate the remaining 
space. Continuous drainage should be insti- 


tuted only with secondary infection and toxemia. 


Back of chronic empyema, too, frequently lies 
malignaney. Here the surgeon ean merely seek 
to relieve toxemia by instituting drainage. 


*Read before the Vermont State Medical Society at Bellows 


Falls, Vermont, October 11, 1929, 

tVan Allen—Assistant Professor of Surgery, Yale School of 
Medicine. For record and address of author see “This Week’s 
Issue’, page 40. 


ALLEN, M.D.T 


LUNG ABSCESS AND BRONCHIECTASIS 

The surgical treatment of lung abscess and 
bronchiectasis forms a gloomy chapter. Exeept 
for advancements in the hands of very few, there 
is little gain over expectant measures; and, 
notable as these advancements are, they eannot 
vet be emulated by others. Bronchoscopi¢ drain- 
age is hailed as a step forward in managing lung 
abscess, but it must be. admitted that the cures 
reported are nearly always in early stages of 
the disease, and we know that under bed rest 
alone about one-third get well within three 
months of the onset of the trouble. The sur- 
geon has learned to avoid operation within this 
three-month period as too hazardous. At any 
stage, direct drainage and lung compression 
methods are only oceasionally successful, for the 
abscess is frequently multilocular and associated 
with bronchiectasis. 

Outstanding achievements in the surgery of 
this disease group are reported by Graham and 
Sauerbruch. Graham has revived and improved 
the operation of cautery pneumectomy. In 45 
eases of localized abscess or bronchiectasis he 
was able to render 69 per cent. symptom free 
and lost 6.6 per cent. from operation. One- 
third of his ‘‘cured’’ patients earrv bronchial 
fistulas. Sauerbruch performs radical lobectomy 
in three stages, including paravertebral thor- 
acoplasty and pulmonary artery ligation. In 
25 eases, he cured without residual fistula 87 
per cent. and lost the remainder. These results 
deserve every effort at reproduction by others. 


PULMONARY TUBERCULOSIS 


In pulmonary tuberculosis the surgeon finds 4@ 
challenge of high order indeed. He must be in- 
timately acquainted with the medical asnects of 
the disease, for this cannot be entirely supplied 
by the medical consultant. His surgical ther- 
apy here is of a different order and ceases to re- 
volve about ablation, drainage and obliteration. 
The diseased lung has to remain for the patient 
to heal in the last analysis, and the surgeon, like 
the internist, merely supplements and enecour- 
ages factors of natural resistance. Nowhere in 
medicine is it more true, that the patient who is 
able to help himself is the only one to be helped. 
Thus, the therapeutic results must depend 4di- 
rectly upon expert selection of cases. 

Indications for surgical intervention (exelud- 
ing phrenicotomy) are stated broadly, as fol- 
lows: Definite progress should be wanting after 


three to six years of the best medical manage- 
ment (including pneumothorax). 





The lesion 























Volume 203 
Number 1 


VERMONT STATE MEDICAL SOCIETY—VAN ALLEN 


33 





should be virtually unilateral and fibrous in type. 
The constitution should be otherwise fairly 
sound, excluding principally intestinal and renal 
tuberculosis, nephrosis and amyloidosis. A clini- 
eal test of great value for amyloidosis employs 
congo red dye. Age limits are 15 and 45 years. 
Statistics show that about 10 per cent. of all 
eases of pulmonary tuberculosis are candidates 
for collapse therapy; that a little more than 
half of these are best given pneumothorax; and 
that the majority of the remainder. or 3 to 5 
per cent. of the whole, are adapted to thoraco- 
plasty. 

Although compressive treatment by collaps- 
ing the chest wall in this disease has been ecn- 
ceived and practiced nearly one hundred years, 
only comparatively recently has the factor ¢s- 
sential to success been recognized. The lung 
as a whole on the affected side must be com- 
pressed, and not merely the diseased portions 
of it. The partially collapsing procedures. as 
practiced earlier and today by misguided thera- 
pists, secure but temporary, if any, benefit. The 
standard operation is paravertebral extrapleural 
thoracoplasty. Pneumolysis in its various forms 
only serves as an adjunct to thoracoplasty or 
pneumothorax. 

Phrenicotomy has great value in compressive 
therapy. The paralyzed hemi-diaphragm rises 
into the chest and exerts a collapsing effect on 
the base and secondarily on the upper parts 
of the lung, to a degree that is considerable but 
distinetly less than that of thoracoplasty. It is 
estimated that thoracoplasty reduces the lung 
volume by one-third and phrenicotomy by one- 
fifth. Indications for phrenicotomy are, in 
short, as follows: 


1. It is employed alone, when the ease is 
early and unilateral and gradually progressing 
in spite of the best sanitarium care. Here it is 
often just enough of assistance to turn the tide 
favorably ; and its ease of accomplishment (per- 
formed in bed with local anesthesia) and per- 
maneney give it advantage even over pneumo- 
thorax. 

2. It is combined with pneumothorax, where 
diaphragmatic adhesions or fluid interfere with 
collapse or cause intractable shoulder pain. In- 
deed, its routine use with pneumothorax is often 
advocated, for the reasons that gas refills are 
then much less frequently required and that 
final lung re-éxpansion is less extensive and not 
as likely to awaken latent lesions. 

3. It is combined with thoracoplasty routine- 
ly, either to prepare the patient for the strain 
of the more severe operation, or solely to in- 
crease the degree of lung compression. 


Its use alone in well-developed cases has be- 
come very popular, although its efficacy here is 
doubtful, since it affords only partial comvres- 
sion. Benefit obtained is rarely permanent. 


Sauerbruch is looked to for the best results 
In surgical therapy of pulmonary tuberculosis. 





His material is divided into three groups, ac- 
cording to preoperative prognosis. Group I, 
the most suitable, shows permanent cure in 40 
per cent. and marked improvement in 34 per 
cent. Group II, less suitable, was cured in 14 
per cent. and improved in 28 per cent.; and 
Group III, least adapted, was cured in 13 per 
cent. and improved in 15 per cent. His opera- 
tive mortality lies in the neighborhood of 10 per 
cent. In appreciation of these figures, it must 
be remembered that all of the cases were other- 
wise doomed sooner or later to death. 

Surgery renders mechanical aid to the tuber- 
culous patient at a time when he ean progress 
no further because of mechanical hindranees 
but still possesses combative reserve. Without 
this help, he must suffer gradual visceral degen- 
eration and inevitable decline. As Jessen pets 
it, there is much more danger in delay than in 
the operation itself. 


Surgical methods in the treatment of chronic 
pulmonary diseases have yet much progress to 
make. Thoraci¢ surgery is in it$ infancy, as ecom- 
pared with the other branches, and is impeded by 
circumstances of structure and function peculiar 
to the chest and its viscera. Marked advanee, 
I feel, cannot be made by elaboration of present 
methods, so much as by introduction of new prin- 
ciples gleaned from the work of the anatomist 
and physiologist, broadly speaking. 





DEATH 


DR. WILLIAM B. MAYO 


Dr. William B. Mayo died April 25 at Northfield, 
Vermont. He was the son of the late Barnabas 
Mayo and was born in Moretown in 1854. He was 
educated in his native town, then at the old State 
Normal School of Randolph Center and at the 
Homeopathic Medical School of New York City from 
which he received his degree of M.D. He began to 
practice in Northfield at the age of twenty-five and 
continued until last September when he was obliged 
to give up active work on account of poor health. 

He was President of the Northfield Trust Com- 
pany; was elected a member of the Vermont House 
of Representatives in 1884, 1896, 1900 and 1915; and 
was also elected to the State Senate in 1902. 

He was interested in the educational affairs of 
his town and state and in June 1885, was elected a 
trustee of Norwich University and was for several 
years a member of the executive committee of the 
University. 

His memberships included the DeWitt Clinton 
Lodge, A. F. and A. M., the Conversational Club and 
honorary membership in the Alpha Sigma Pi fra- 
ternity at Norwich. He was also a member of the 
Vermont State Medical Society, having served as 
secretary, treasurer and president. 

He was twice married, leaving his widow, who 
was Miss L. P. Stickney of Northfield and five chil- 
dren by his second wife. He is also survived by 
one sister, Mrs. Jennie M. Bagley of Newport, New 
Hampshire. 
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MISCELLANY 


A STUDY OF THE ECONOMIC ASPECTS OF 
MEDICAL FACILITIES IN VERMONT 


The Committee on the Costs of Medical Care, of 
Washington, D. C., is to undertake certain studies 
in the state of Vermont this summer. This Nation- 
al organization, which has many prominent physi- 
cians among its members, is engaged in a five-year 
program of research in the field of medical eco- 
nomics. It is financed by the Rockefeller Founda- 
tion, the Milbank Memorial Fund, and other founda- 
tions. The Chairman of the Committee is Ray Ly- 
man Wilbur, M.D., Secretary of the Interior, and two 
of the members of the executive committee are 
Walter P. Bowers, M.D., of Boston, Massachusetts 
and Walter R. Steiner, M.D., of Hartford, Connecti- 
cut under the chairmanship of Prof. C.-E. A. Winslow. 
Dr. Olin West, Secretary, and Dr. M. L. Harris, 
President of the American Medical Association, are 
members of the general Committee. 

In Vermont a survey will be made covering the 
most important economic aspects of the medical fa- 
cilities of the state. In addition, two counties will be 
studied intensively, every physician, dentist, drug- 
gist, nurse, and others will be interviewed. The lo- 
cal hospitals will be included, as well as the public 
health work being done. For the state-wide study, 
mail questionnaires will be sent from Washington 
to all physicians not included in the county surveys. 

Vermont is the only state that will be studied as 


a whole by the Committee on the Costs of Medical 


Care. If the physicians codperate, much valuable 
information will be obtained. The physicians will 
be requested not to sign the questionnaires so that 
their identity will remain unknown. If every physi- 
cian completes his return, the profession in Vermont 





will learn many facts of advantage to them. The re- 
sults of the survey will be published and available 
to all those interested. 





SOCIETY NOTES 


The regular meeting of Windham County Medical 
Society was held at the Rockingham Hospital, Bel- 
lows Falls, May 14, 1930, at four P. M. 


Dr. L. C. Stillings, Bellows Falls, Dr. A. C. Liston, 
Bellows Falls, and Dr. Clara Chase Leach, South Lon- 
donderry, were proposed and elected by individual 
ballot to membership in the County Society. 


Drs. Stevenson, Anderson and Burnett-Crowell were 
appointed as a committee to prepare a program to 
celebrate the fiftieth anniversary of the Society. 

Dr. James Z. Naurison of Springfield, Massa- 
chusetts, gave a very instructive talk and answered 
various questions on “Diseases of the Heart”. 

The regular monthly meeting of the Bennington 
County Medical Society was held June 11 at the 
Putnam Memorial Hospital, Dr. John Trotter pre- 
siding. 

Dr. Charles F. Dalton, Secretary of the Vermont 
State Board of Health addressed the members. His 
subject was “Undulant Fever”. 

Those present were: Drs. Trotter, Ross, Bartlett, 
Lane, Dean, Tobin, Armstrong and Buchanan. 

This meeting concluded the present series which | 
were most interesting and helpful. The next series 
will begin in September and continue until June 
1931. 

In addition to the regular staff discussion of hos- 
pital cases, several men prominent in the profession 
will address the society. 

The society will hold its annual meeting at Hedges 
Lake, N. Y. in the near future. Hedges Lake is a 
few miles from Cambridge, N. Y. 
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CASE 16271 


WEAKNESS AND CUTANEOUS PIG- 
MENTATION 


MepicaLu DEPARTMENT 
PRESENTATION OF CASE 


Dr. Cuarues L. SHort*: This patient was 
admitted May 17. He was forty-eight years old, 
married and a farmer. He came in complaining 
of pain in the region of the umbilicus and in- 
creased pigmentation of the skin for one year. 

(‘His wife had pulmonary tuberculosis, 

He made only slight use of alcohol. 

His past history is essentially negative until 
the complaints began which brought him to the 
hospital for the first time eight years before 
his present admission. Two years before his 
first admission he had soreness across the abdo- 
men at about the level of the umbilicus. After 
several weeks this passed off. His legs were per- 
fectly normal at that time. He was admitted 
to the medical service and gave a history of feel- 
ing something give way in his lower back twenty 
years before admission, at the age of twenty. 
Sinee then he had had indefinite abdominal pain 
and stiffness in his back. Six years later a 
kyphos appeared in the thoracie spine. He had 
worn a brace for this for about four years. 
About three weeks before he came in he noted 
progressive weakness and stiffness of his legs 
with some numbness. 


Examination at his first admission showed 
stiffness of the spine, kyphos in the mid- 
dorsal region and deformity of the chest. The 
blood pressure was 145/90. A large left hydro- 
cele was an incidental finding. The knee jerks 
were hyperactive, with clonus and sensory loss 
in his legs. X-ray examination showed exten- 
sive destruction of the bodies of the vertebrae, 
and surrounding them a fusiform shadow. A 
— puncture showed complete subarachnoid 

lock. 

He was transferred to the orthopedic service. 
A modified Hibbs fusion operation was done. 
The ninth, tenth and eleventh dorsal vertebrae 
were found already fused. The two above and 
below were fused to them. He was discharged 
in a plaster jacket. 

He stayed in bed about a year and a half 


*Senior interne on the West Medical Service. 





following discharge. His symptoms gradually 
improved. He was then up and about for nearly 
a year wearing the plaster jacket and later a 
brace. His legs seemed to work quite well ex- 
cept that from 1924 to 1928 he stayed in bed all 
winter because of weakness in his legs. During 
this time he had no abdominal pain or gastro- 
intestinal symptoms. For the last two years 
he stayed in bed almost all the time, getting up 
only for short periods. He had no definite symp- 
toms for a year except weakness of the legs. 

About a year ago he began to have brief at- 
tacks of loss of appetite, nausea and vomiting 
lasting for a day or so. On sitting up suddenly 
he sometimes had pain in the region of the 
umbilicus which disappeared on returning to 
bed. Ten months before admission the attacks 
of vomiting and abdominal pain became constant 
even while he remained in bed. Eight months 
before admission he had inflammation in the 
region of the right testicle and an abscess forma- 
tion called by his physician a ‘‘eold abscess’’. 
This abscess ruptured and left a discharging 
sinus. He had some attacks of nausea and 
vomiting at that time. About a year ago he 
first noticed pigmentary changes. The first thing 
he noticed was that his nipples became very 
dark. Then about six months ago the skin over 
his entire body gradually became increasingly 
darker until admission. He stayed in bed, was 
fairly comfortable, but had gas and soreness in 
his midabdomen when he got up. He remained 
in bed on this account, though his legs felt fairly 
strong the few times he got up. A doctor saw 
him a few weeks before admission and found 
then that the systolic blood pressure was 
only 100. 

When he came into the hospital on May 17 
he was fairly well developed and nourished. His 
strength had been fairly well preserved. The 
extremities were cold and clammy. There was 
striking brownish pigmentation of the body. The 
face was bronze colored. There were darker 
pigment deposits in the folds and over the hands. 
There was practically no pigmentation of the 
buccal mucosa. The genitalia were very dark. 
The nipples were nearly black. There were dark 
patches around the crest of the ilia where he 
had worn his brace. In the sear of the spinal 
operation there were practically no pigment de- 
posits, but around it was hyperpigmentation. 
There were dark streaks on the lips. The 
thoracic spine was stiff, with kyphos, and there 
was chest deformity. The blood pressure was 
135/100 when he was lying, 130/90 when he 
sat up, 110/90 when he stood up. The right 
epididymis was irregularly thickened, with a 
palpable sinus leading to the periphery. There 
was no discharge. Knee and ankle jerks hyper- 
active. Sustained ankle clonus on the right 
side. No sensory changes in the legs; appar- 
ently no loss of strength. 

Urine normal except for many hyalin casts 
on one occasion. The leukocyte count is given 
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as 5,200 to 6,400 with a differential of 43 per 
cent polynuclears, 42 per cent lymphocytes and 
14 per cent large mononuclears. Hinton nega- 
tive. Fasting blood sugar 80 on one occasion, 
103 on another. Non-protein nitrogen 50 milli- 
grams on admission and 40 to 34 shortly before 
his death. Apparently the kidneys were secret- 


ing well in spite of the hypotension which later 
A lumbar puncture showed no sub- 
The findings were otherwise 


ensued. 
arachnoid block. 
negative. 

There was no evidence of tuberculosis or areas 
of calcification in the abdomen by X-ray exam- 
ination. Examination of the chest showed con- 
siderable deformity of the thorax due to kypho- 
There was an area of dullness in the re- 
gion of the mediastinum probably representing 
soft tissue swelling about the dorsal vertebrae. 
The lungs were clear by X-ray and also clear 
by physical examination. 

An orthopedic consultant found the tuber- 
culous process quiescent, the reflexes exagger- 
ated, but no paralysis and no block. ‘‘The find- 
ings are consistent with a residual from an old 
tuberculous process.’’ He thought the spine 
could be left out of the picture as the cause of 
the symptoms. <A urological consultant believed 
there was an old burned out tuberculous epi- 
didymitis. 

The impression on entry was that the patient 
had Addison’s disease. He ran a progressive 
downhill course which became accentuated to- 
ward the end. The blood pressure quite soon 
had fallen to 80/70 and was always low; re- 
turns of 70/60 were obtained from time to time. 
He then began to lose appetite and had gas at- 
tacks and vomiting; no abdominal pain. He 
was kept in bed and given ephedrin, strychnine 
and adrenalin subeutaneously in increasing 
doses. These had apparently no effect on the 
blood pressure or the course of the disease. On 
June 2 he was put on adrenal cortex extract, 
one cubic centimeter three times a day. About 
this time he began to be definitely worse. He 
became mentally confused, with a poor memory 
for recent events. Blood pressure 70/60. He 
showed marked weakness. Occasionally he 
would half rise in bed, then sink back exhausted 
and almost pulseless. The extremities continued 
to be cold and clammy. On the morning of the 
day of death, June 4, he seemed to have grown 
rapidly worse. He was put on subcutaneous 
doses of adrenalin every two hours. At five 
o'clock he was found pulseless and did not re- 
spond. He was given adrenalin subcutaneously. 
The foot of the bed was raised. The pulse 
came back and was stronger. The blood pres- 
sure was 70/60. At six o’clock he again went 
into syncope. He was given adrenalin intrave- 
nously and subeutaneously. He responded and 
his pulse became fairly strong. He was then 
given intravenous glucose and given adrenalin 
every twenty minutes to a half hour. At ten 
o'clock he again went into syncope and could 


sis. 





not be revived. He was given adrenalin into 
the heart and artificial respiration with no ef- 
fect. 


CLINICAL Discussion 
BY RICHARD C. CABOT, M.D. 


Whether the pigmentation of the skin has 
any significance in the case is not at all clear at 
the outset. We notice at once that he has been 
exposed to tuberculous infection, that he has 
had abdominal pain, has a ‘‘knuckle’’ in the 
spine and progressive weakness, stiffness and 
numbness in his legs. Only malignant disease 
or tuberculosis would be at all likely to produce 
such symptoms. He has had the trouble 
too long for malignant disease. Tuberculosis, 
therefore, is strongly ‘suggested from the first. 
The condition of his legs is what one would ex- 
pect if some disease process were pressing on 
his spinal cord. A mild degree of spastic paraly- 
sis is apparently what it amounts to. 

When we come to the X-ray, we find changes 
typical of tuberculosis in the spinal column 
with a paravertebral abscess which produces, 
presumably, the fusiform shadow. The sub- 
arachnoid block is naturally to be expected with 
a chronic inflammatory process spreading from 
the spinal column into the spinal canal. 

The operation is the application of the perma- 
nent bony splint to brace and stiffen the verte- 
brae and to hasten the process of healing which 
seems to have gone on fairly well for the eight- 
een months following his first discharge. After 
this he seems to have got along well, although 
we are not told for what symptoms he has stayed 
in bed so much of the time during the last two 
years. 

During the past year there seems to have been 
an extension of the tuberculous process to other 
parts of the body, first to the right testicle and 
then very possibly to. the suprarenal eapsules, 
whereby he begins to notice very definite pig- 
mentation of his skin. The attacks of nausea and 
vomiting are probably to be explained, like the 
pigmentation, by the invasion of the suprarenal 
bodies. 

At his last admission to the hospital, May 17, 
I am somewhat surprised to find that he is still 
well nourished and fairly strong. Pigmentation 
in the mouth is of especial importance in dis- 
tinguishing Addison’s disease from other causes 
producing discoloration of the skin. Apparently 
the process in the genito-urinary tract is sta- 
tionary with a chronic sinus. From examina- 
tion of the legs it appears that there is much less 
pressure on the spinal cord than before his 
operation.. It is quite striking that the sub- 
arachnoid block has now been relieved, doubt- 
less as a result of the operation. Examination 
of the blood and urine shows nothing of impor- 
tance. 

From the point of view of successful treat- 
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ment of a spinal tuberculosis the case is most 
satisfactory and would have left nothing to be 
desired had the process not spread to other 
parts of the body. As we read to the end of the 
ease it becomes more and more clear that Addi- 
son’s disease is the cause of his death. The 
blood pressure is typically low and we are not 
surprised that it cannot be inereased by 
ephedrin, adrenalin or by the extract of adrenal 
cortex. In previous cases these have rarely if 
ever proved effective. It is true that in other 
cases, as in this ease, subeutaneous doses of 
adrenalin have had a temporary beneficial effect, 
but there is no reason to suppose that they pro- 
long life or make the patient any more com- 
fortable. 

In the post-mortem examination we should 
expect tuberculosis of the adrenal glands of the 
vertebrae and of the genito-urinary tract, prob- 
ably more extensive in the latter than the old 
testicular sinus suggests. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Addison’s disease. 
Tuberculosis of the spine (old) and of the 
epididymis. 


DR. RICHARD C, CABOT’S DIAGNOSES 


Addison’s disease (tuberculosis of the supra- 
renal bodies). 

Tuberculosis of the spine. 

Genito-urinary tuberculosis. 


ANATOMIC DIAGNOSES 


Tuberculosis of the adrenals, Addison’s dis- 
ease. 

Tuberculosis of the spine. 

Genito-urinary tuberculosis. 


PaTHoLoaic Discussion 
BY TRACY B. MALLORY, M.D. 


The autopsy findings were for onee exactly 
What one would expeet from the clinical find- 
ings. The adrenals were completely replaced 
by easeous masses; we could find no trace of 
functioning cortex or medulla. He had a very 
marked kyphosis, which apparently caused con- 
siderable angulation and a little compression of 
the cord but no complete block. There was at 
one point a very peculiar bony projection into 
the spinal canal from the dorsal surface of the 
canal which looks as if it should have caused 
much more trouble than it apparently did. 
Over the area of destruction the intravertebral 
(lises as well as the bone have been destroyed. 
Most of it seems to have healed up pretty well. 
A few small foci of easeation are left, but there is 
no evidence of any great activity. 

The genito-urinary finding of a tuberculous 
epididymis was confirmed, and there was also 
tuberculosis of the left seminal vesicle. I do 
not know whether that was noted clinically. 





Dr. Francis T. Hunter: Does increased pig- 
mentation usually occur long before the blood 
pressure falls? 

Dr. GERALD BLAKE: I think not. I think it 
was striking that in this man the blood pressure 
was so good and that with such a degree of 
generalized bronzing of the skin there was ab- 
sence of any pigmentation in his mouth. It is 
also striking that after the first collapse he was 
kept going for five hours with large doses of 
adrenalin. Those are the only things that were 
striking in this case. Otherwise I think he ran 
true to form. 

ORDERS 
May 17. Fourth stage gastrie diet’. Fluids 
ad libitum. 
1 Fourth stage gastric diet: 

Breakfast. Cooked cereal with sugar and cream (2 ounces 
20 per cent cream). One egg, soft cooked or dropped. One slice 
buttered toast. One glass milk. 

10.30 a.m. Milk, cocoa, malted milk or eggnog, six ounces. 
Two crackers. 

Dinner. Chicken broth. Scraped beef, fricassee of chicken, 
minced chicken with fricassee sauce. Potato, baked or mashed. 
One slice of bread with butter. Custard or plain ice cream. 
One glass of milk. 

3.00-4.00 p.m. Six ounces of milk. Two crackers. 

Supper. Cream soup, six ounces, different varieties. Rice, 
macaroni, ete. One slice of buttered toast or milk toast. Apple 


sauce, prune whip or simple pudding. 
9.00 p.m. Milk, cocoa or malted milk, six ounces, 


May 20. Pyramidon grains x at bedtime. Re- 
peat once if necessary. 

May 22. Nux vomica and gentian compound? 
dram i t.i.d. fifteen minutes before meals. 


2 Tincture nux vomica drams ii, tincture gentian compound 
one ounce, water to make four ounces. 


May 23. Sherry three-quarters of an ounce 
before luncheon and dinner daily. Veronal 
erains v at bedtime. 

May 25. Veronal grains v at bedtime. 

May 26. Barbital grains v at bedtime. 

May 27. Ephedrin grains ss t.i.d. by mouth. 
Strychnine grains 1/30 t.i.d. by mouth. 
Adrenalin minims v s.c. four times a day. 
Tomorrow omit above therapy and prepare 
for sugar tolerance test. 

May 28. ‘Tomorrow resume therapy as above 
but give adrenalin minims vii t.i.d. 

May 30. Inerease adrenalin dosage minims ii 
each day until patient shows sweating, 
tremor or nervousness following. 

May 31. Low protein diet No. 2°. 


* Protein content governs the low protein diets, but NaCl and 
fluid content may also need to be estimated, and therefore the 
addition of such protein-free articles of food as coffee, tea, 
fruit juices and plain water should be made only .with the 
doctor’s permission. 

No salt shaker is allowed on the patient’s tray. No salt is 
to be added to the food in the ward. 

Breakfast. Orange or grapefruit, one serving. Cereal, medi- 
um serving, not salt-free. One slice of bread. Two squares 
of butter, salt-free. Sugar as desired. Two ounces 40 per cent 
cream. , 

Dinner. Baked potato, medium sized, salt-free. Vegetable, 
low protein, one serving, not salt-free. Salad, fruit or fresh 
vegetable, salt-free, with salt-free mayonnaise, two tablespoon- 
fuls. One slice of bread. Two squares of butter, salt-free. 
Dessert, low protein, one serving. Sugar as desired. One ounce 
40 per cent cream. 

Supper. Rice, macaroni, ete., one serving, not salt-free. 
Vegetable, low protein, not salt-free, one serving. One _ slice 
of bread. Two squares of butter, salt-free. Fruit, canned or 
fresh, one serving. Sugar as desired. One ounce 40 per cent 
cream. One ounce honey, marmalade, etc. 

Add to this diet two eggs, without salt, and three glasses 
of milk. 
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June 2. Adrenal cortex extract one cubic 
centimeter at 6 a. m., 2 p. m., 8 p. m. 


June 4. Give adrenalin s.c. in doses as above 
every two hours during the day. In case 
of collapse give adrenalin minims xx s.¢., 
raise foot of bed, apply heaters. To be fed 
and not allowed to raise himself off the bed. 
Adrenalin minims xx s.c. Repeat every 
hour until discontinued (given once). 
Adrenalin minims xx s.¢. at once and every 
twenty minutes (given twice). Adrenalin 
minims xx s.¢e. at 7:30 and every half hour 
(given three times). To have orange juice 
or ginger ale in small amounts when he will 
take it. 


COMMENT ON THE TREATMENT 
BY DR. CABOT 


His diet is one planned to be easy of digestion 
and low in animal protein. Aside from the hope- 
less attempts to supply the deficient adrenal 
secretion, one sees in the therapeutic prescrip- 
tions an attempt to inerease his appetite and to 
relieve sleeplessness and pain. 





CASE 16272 


POSSIBLE DANGER IN THE COURSE OF 
INVESTIGATION FOR THE CAUSE OF 
ABDOMINAL SYMPTOMS 


SurcicaAL DEPARTMENT 


An American born laborer forty-one years old 
entered May 3 complaining of attacks of epi- 
gastric pain of eight years’ duration. 

The attacks were recurrent, came on about an 
hour after meals, were relieved by food and con- 
tinued for about a month at a time at intervals 


of four months. They tended to come on in the 
spring and late autumn, and gradually growing 
more severe and frequent until they now re- 
curred about once in four months. He remained 
at work until four months before admission, 
when he had an attack so severe that he had to 
stop work for three weeks. The pain was severe, 
dull, gnawing, fairly constant but more severe an 
hour after meals. It often kept him awake at 
night. He had oceasional nausea but no vomit- 
ing or hematemesis. During this period the pain 
occasionally became sharp and cutting and ex- 
tended to the left hypochondrium and epigastric 
area. He had much gas and heartburn. After 
three weeks he felt fairly well and returned to 
work until three weeks before admission, when 
he had the worst attack of all, keeping him in 
bed for five days and not responding to treat- 
ment. His appetite was good, but he was tired 
and weak. He had lost seventeen pounds in the 
past month. Two weeks before admission his 
teeth were X-rayed and reported normal. Five 
days before admission for the first time he no- 





ticed genuine tarry stools. The pain was more 
severe. 

Records of the Out-Patient Department give 
the following additions to the history. During 
the past four years he had seen a great many 
doctors. Some had recommended diets and some 
operation, but what he wanted was medicine for 
his pain. Examination showed the pupils very 
stiff and reacting very slightly. Knee jerks not 
obtained. Blood pressure 135/95. The abdomen 
showed slight spasm on the right. Rectal ex- 
amination showed tarry fecal material on the 
finger ; guaiae very strongly positive. 

The patient’s father died at forty-nine of 
possible stomach trouble. One brother died of 
‘‘liver abseess’’. The patient had been married 
eight years. His wife had had no pregnancies. 

He had gonorrhea njneteen years before ad- 
mission. ; 

Clinieal examination showed a well nourished, 
placid middle-aged man, weight 12814 pounds, 
with carious and ill-kept teeth and large boggy 
tonsils. There were external hemorrhoids. 
Nothing abnormal was made out in the heart, 
lungs or abdomen. Blood pressure 125/85 to 
110/72. The pupils and ankle jerks were nor- 
mal, the knee jerks sluggish. 

Before operation urine normal except for oc- 
easional leukocytes in the sediment; blood, 
leukocytes 13,200 to 11,400, polynuclears 60 per 
cent, hemoglobin 65 per cent, reds 4,240,000, 
smear normal. Hinton negative. Stool black, 
no gross blood; guaiae very strongly positive. 

Chart before operation normal. 

May 6 operation was done. 


DIscussION 
BY EDWARD L. YOUNG, JR., M.D. 


The history in this case, with its definite story 
of pain coming on at a regular time after meals, 
relieved by food, and with a marked periodicity 
extending over a number of years, is in itself 
almost enough to make an absolute diagnosis of 
peptic ulcer. The attacks which he had four 
months before admission and again three weeks 
before admission, taken in connection with the 
slight spasms which he had in the examination 
in the Out-Patient Department, are strongly sug- 
gestive of ‘a subacute perforation. Although a loss 
of weight always makes us suspicious of malig- 
nancy, it is also an accompaniment of any well 
marked disease of the gastro-intestinal tract 
other than cancer. The leukocytosis may be due 
either to hemorrhage from an ulcer or to a sub- 
acute perforation. The general examination 
does not point to any immediate emergency. 

The interesting thing about the case, however, 
for which I picked it out, is not down in the 
record. On the morning of May 6 the patient 
was due to have a barium meal for gastro- 
intestinal X-ray. As he was transferred from 
the bed to the truck, he had a sudden severe 
pain in the right upper quadrant and epi- 
gastrium. This was so severe that he was literal- 
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ly doubled up. He was transferred back to bed. 
The surgical consultant saw him within half an 
hour of the original pain. At that time he was 
lying on his right side with his knees drawn up, 
his head down, and groaning. So far as it could 
be felt, the abdomen was everywhere absolutely 
boardlike. He was asked to get on his back if 
possible. After two or three minutes’ attempt 
this was given up, as he was literally unable to 
move. 


What possibilities are there in this picture? It 
seemed to me that a perforated ulcer was the 
only condition that should be seriously consid- 
ered. In spite of the suggestion of syphilis in 
the history and examination, a tabetic crisis 
would not give this picture, especially with a 
leukocyte count of 22,000, as it was within a few 
minutes of the surgical examination. It would 
not give the typically boardlike abdomen. Lead 
colic could be ruled out by the severity and type 
of pain and the boardlike abdomen. An acute 
pancreatitis does not come so rapidly to a max- 
imum, although the pain can be as severe in the 
fulminating case. One must always remember 
that there is danger in the use of the barium 
meal if there is an ulcer nearer perforation than 
has been suspected. This case apparently em- 
phasizes the need of watching any suspicious 
case very carefully. 


An immediate operation was performed. The 
only interest in that is the type of operation 
done, which was the suturing of the opening in 
such fashion that the uleer itself is destroyed 
and the duodenum or pylorus is not obstructed, 





so that a gastro-enterostomy does not have to be 
done. , 
PRE-OPERATIVE DIAGNOSIS 


Perforated peptic ulcer. 
OPERATION 


Spinal novocain. Upper right rectus muscle 
retracting incision. There was a slight amount 
of fibrin. The omentum was pulled up over the 
pylorus. Dense adhesions between the omentum, 
the duodenum and the liver were freed. A per- 
foration about half a centimeter in diameter 
was found on the upper wall of the duodenum 
about one centimeter from the pylorus. This 
was incised longitudinally and sutured trans- 
versely in two layers, leaving the pylorus un- 
obstructed. The omentum was sutured over 
this area. The wound was closed without drain- 
age. 


FURTHER HISTORY 


During the two days immediately following 
the operation the patient’s temperature was 
elevated, reaching 104°, the pulse 140. He had 
a great deal of respiratory distress, grunting 
respiration, and coarse rales throughout the 
chest. X-ray examination showed mottled dull- 
ness at the right base, probably bronchopneu- 
monia. By May 12 the chart was normal. From 
this point he made a good convalescence. May 
19 he was discharged relieved to the Gastro- 
intestinal Clinie on a six-meal bland diet. 


DIAGNOSIS 
Perforated duodenal ulcer. 
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RESUME OF THE ACTIVITIES OF THE 
NEW ENGLAND HEART ASSOCIATION 


THE origin of the New England Heart Asso- 
ciation took place in the spring of 1921 when the 
Boston Association of Cardiae Clinics was 
formed. Its first activity was to foster the estab- 
lishment of clinics for the treatment of patients 
suffering from heart disease in various hospitals 
in Boston and other neighboring cities. Al- 
though the New England Heart Association is 
not officially connected with any hospital, and 
therefore could have no direct influence in the 
organization of such clinics, yet because most of 
the men who were to be in charge of such work 
were members of our association, through our 
advice, codperation and interest many such 
clinics were established throughout New Eng- 
land. This has elevated appreciably the type 
of medical care rendered to our public patients. 

A further important activity of their organ- 
ization has been to bring before the medical pro- 
fession and other agencies interested in the 
eare of the sick, subjects of importance in the 
treatment or prevention of heart disease. This 
has been accomplished by having several medical 





meetings each year open to anyone interested 
and conducted in the various hospitals of Boston 
and in some of the larger cities throughout New 
England. Such meetings have been held in 
Boston, Springfield and Hartford, Connecticut, 
Providence, Rhode Island, Manchester, New 
Hampshire, and Portland, Maine. These meet- 
ings, it is believed, have proved valuable to the 
respective communities by offering their practic- 
ing physicians whatever newer knowledge con- 
cerning heart disease seemed to be practical. 

The New England Heart Association codp- 
erated with the physicians of the Boston School 
Committee in conducting an extremely im- 
portant health survey of all the children at- 
tending the publie schools of Boston. The 
services of twelve highly trained men from their 
organization were gladly furnished, and they 
examined the children who presented any 
abnormalities of the heart. The survey covered 
over 100,000 children and was the most complete 
and thorough that had ever been conducted up 
to that time. The data then compiled were 
published and have since been extensively re- 
ferred to in medical literature. 

The organization has been instrumental in 
the instruction of school physicians and school 
nurses in the proper eare of heart problems as 
they arise in children and also in formulating 
the principles employed in the various social 
service departments of the hospitals in our com- 
munity. 

The work has been limited because of the 
meagre funds available. There is urgent need 
for furthering the activities of this group, which 
could only be possible if more money were avail- 
able. They have need of a central bureau to 
help place, in industry, patients who could work 
if a suitable occupation could be found. A full 
time worker to whom all such patients in greater 
Boston and vicinity could be referred would help 
materially in solving this important problem. 
With added funds, original investigations might 
be carried on which are now impossible to con- 
duct. Another need is funds to supply social 
service workers at some of the cardiac clinics 
now lacking such workers. 





THIS WEEK’S ISSUE 


ConTAINs articles by the following named au- 
thors: 

Pratt, JosePpH H. Ph.B., A.M., M.D. Johns 
Hopkins University School of Medicine 1898. 
Physician-in-Chief, Boston Dispensary. Profes- 
sor of Clinical Medicine, Tufts College Medical 
School. His subject is: ‘‘New Features in 
Clinical Teaching.’’ Page 1. Address: 270 
Commonwealth Avenue, Boston. 


Merritt, H. Houston. B.A., M.D. Johns 
Hopkins University School of Medicine 1926. 
Assistant in Medicine, Yale University 1927- 
1928. Resident Neurologist, Boston City Hos- 
pital, 1928-1929. Assistant to Dr. Stanley Cobb, 
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Neuropathology Department, Harvard Medical 
School. On the teaching Staff, Harvard Medical 
School. Address: Harvard Medical School, Bos- 
ton. Associated with him is: 

Moore, Mrerritu. B.A., M.D. Vanderbilt Uni- 
versity 1928. Intern, St. Thomas Hospital, 
Nashville, Tenn. 1928-29. Neurological House 
Physician, Boston City Hospital 1930. Ad- 
dress: Boston City Hospital, Boston. Their 
subject is: ‘‘Peripheral Neuritis Associated 
with Ginger Extract Ingestion.’’ Page 4. 


WEINER, FrepERIcCK F. M.D. Tufts College 
Medical School 1925. Cystoseopist, Brockton 
Hospital. Associate Surgeon to Out-Patient De- 
partment, Brockton Hospital. Chief of State 
Venereal Disease Clinic, Brockton Hospital, 
Brockton. His subject is: ‘‘Diseases of the 
Prostate and Their Management.’’ Page 12. 
Address: 231 Main Street, Brockton. 


CoLtpy, Fuercner H. B.S., M.D. Harvard 
1918. Assistant Urologist, Massachusetts Gen- 
eral Hospital. Assistant in Surgery, Harvard 
Medical Sehool. Surgeon to Out-Patients, Pal- 
mer Memorial Hospital. Assistant Surgeon, 
Collis P. Huntington Memorial Hospital. His 
subject is: ‘‘Torsion of the Spermatie Cord 
with Gangrene of the Testicle.’’ Page 16. Ad- 
dress: 6 Commonwealth Avenue, Boston. 


Trom, Doventas A. M.D. University of Ver- 
mont College of Medicine 1912. Assistant 
Pathologist, Massachusetts State Board of In- 
sanity. Chief, Out-Patient Department, Boston 
Psychopathie Hospital. Director, Division. of 
Mental Hygiene, State Department of Mental 
Diseases. Director, Habit Clinics. Instructor 
in Psychiatry at the Harvard Medical School 
and Professor of Psychiatry, Tufts College Medi- 
eal School. His subject is: ‘‘Habit Clinies— 
Their Organization, Development, ete.’’ Page 
19. Address: 520 Commonwealth Avenue, Bos- 
ton. 


Harris, M. L. M.D. Rush Medical College 
1882. F.A.C.S. Ex-President, American Medi- 
eal Association. Professor of Surgery, Chicago 
Policlinie. His subject is: ‘‘ Evolution of Med- 
icine.”” Page 24. Address: 25 East Washing- 
ton Street, Chicago, Ill. 


SmitH, Henry O. M.D. Bellevue Hospital 
Medical College 1887. President, New Hamp- 
shire Medical Society 1929-30. His subject is: 
**Message Broadeast from WEEI, May 12, 
1930.’’ Page 26. Address: Hudson, New 
Hampshire. 


Van AuuLEeN, C. M. B.A., M.D. Yale 1921. 
Formerly Assistant in Pathology, Rockefeller 
Institute for Medical Research; Assistant in 
Surgery, University of Munich; Associate in 
Surgery, University of Iowa and Assistant Pro- 
fessor of Surgery, University of Chicago. Now 
Assistant Professor of Surgery, Yale School of 
Medicine. His subject is: ‘‘The Surgical 








Treatment of Chronic Suppurative Diseases of 
the Lower Respiratory Tract.’’ Page 32. Ad- 
dress: Yale School of Medicine, Nety Haven, 
Conn. 





THE PRESIDENT AND VICE PRESIDENT 
OF THE MASSACHUSETTS MEDICAL 
SOCIETY 








ROBERT BATTEY GREENOUGH, M.D. 





THOMAS HORATIO McCARTHY, M.D. 


President Robert Battey Greenough of Boston 
is again to lead the Massachusetts Medical So- 
ciety. The same dignified and progressive ad- 
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ministration of the preceding year is thereby 
assured. 

Dr. Thomas Horatio McCarthy of Brockton in 
his capacity as Vice President will be the close 
associate of Dr. Greenough. His election is a 
fitting tribute to the energy exhibited as Presi- 
dent of the Plymouth District Medical Society 
in his association with the local and state com- 
mittee in making the annual meeting at Plym- 
outh a marked success. 


<i 
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MISCELLANY 
MASSACHUSETTS PUBLIC WELFARE COUNCIL 





MINUTES OF MEETING OF EXECUTIVE COMMITTEE, JUNE 
4,1 P. M., aT Boston CHAMBER OF COMMERCE 

Present — Christian A. Herter, Chairman; Dr. 
Alexander S. Begg, Dr. Hilbert F. Day, Mrs. George 
S. Derby, Mrs. Robert F. Herrick, Charles Jackson, 
Arthur S. Johnson, Henry P. Kendall, James Ernest 
King, Mrs. Everett Morss, J. Frank O’Hare, William 
H. Pear, Rev. Abbot Peterson, Elwyn G. Preston, 
Mrs. Edwin S. Webster, Mrs. Barrett Wendell, and 
Wendell D. Howie, Secretary. 


Mr. Herter, presiding, read a letter from Governor 
Frank G. Allen (appended below), commending the 
Council for the work in which it was engaging, and 
offering to formally designate it as a semi-official 
organization to act as an intermediary between the 
State departments engaged in public welfare work 


and the people of the Commonwealth. On motion 
of Mr. Kendall the offer was accepted, with thanks. 

The chairman explained that since the meeting 
on March 26, the Council had opened an office at 11 
Beacon Street, Boston, and had engaged Mr. Howie 
to serve as secretary. He then introduced three 
officials of the Commonwealth as guests, who had 
consented to speak on the work of their departments 
and to point out how the Council might be of great 
assistance to them. They were Dr. Clarence L. 
Scamman, Deputy Commissioner, Department of 
Public Health; Dr. George M. Kline, Commissioner 
of Mental Diseases, and Richard K. Conant, Com- 
missioner of Public Welfare. 

Dr. Scamman described the tuberculosis program 
of the Commonwealth, calling attention to the fact 
that this disease is still causing more deaths than any 
other in persons between the ages of 15 and 39. He 
mentioned the recent additions which have been made 
to sanatoria and spoke briefly of the ten-year pro- 
gram of examinations among school children. More 
than 100,000 children have been examined in the 
five years of the program completed to date and 
40,000 more children are to be examined this year. 

He said much good work could be accomplished 
by the Council in arousing parents and communities 
to an appreciation of the value of this work. At 
present some of the parents and communities look 
upon it “as a good thing, others are indifferent, and 
still more pay no attention to it at all’. He said 
it is of the utmost importance that local communi- 





ties be induced to follow up cases and contacts, 
which is not being done except in very rare cases. 


He then took up the subject of milk. He said 
that of the 250 children in the Lakeville Sanatorium 
for bone and joint tuberculosis annually, about one- 
third have been positively found to have been in- 
fected from milk from tuberculous cattle. In the 
absence cf State-wide legislation requiring that all 
milk be either pasteurized or come from tested cat- 
tle, an effort has been made to induce the health 
authorities of the communities to provide local regu- 
lations to accomplish the same purpose. In the pe- 
riod from 1910 to 1928, he continued, 35 cities and 
towns have adopted such regulations. In the last 
sixteen months, however, 53 more communities have 
heen added to the list. He was of the opinion that 
the Council could perform an extremely valuable 
service in arousing public sentiment in the other 
communities of the State to fall in line in this im- 
portant program. 

Speaking next of cancer, Dr. Scamman mentioned 
that while an addition was only recently opened at 
the Pondville Cancer Hospital, the institution is now 
full and there are 28 persons on the waiting list. 
The eighteenth cancer clinic under the State pro- 
gram was being opened early in June in the city 
of Brockton, he said. Since the work was started 
in 1927, more than 5,000 examinations have been 
made in the clinics and 1,000 of this number were 
found to be positive cancer cases. He estimated 
that during the same period some 16,000 persons 
were examined by their private physicians. Continu- 
ous work, he added, stressing the importance of 
early reporting of cancer cases must be undertaken 
if the State is to successfully cope with this dis- 
ease. Originally the average length of time inter- 
vening between the date of reporting and the date 
of the first symptoms was nine months; this period 
has been reduced to six months but should be only 
four or five days. 


Dr. Scamman said he believed the Council could 
be of great assistance in arousing some of the small- 
er municipalities of the State to form district health 
units under the legislation passed in 1929 on recom- 
mendation of Governor Allen. In this connection 
he called attention to the fact that 250 of the 355 
municipalities have a population of less than 10,000. 

Dr. Kline spoke of the First International Con- 
gress on Mental Hygiene, recently held in Washing- 
ton, and said that much of the time of his depart- 
ment has since been given to showing delegations 
from other States and from abroad what Massachu- 
setts is doing in the preventive field. At the pres- 
ent time, he said, there are about 25,000 patients 
in the sixteen institutions in his department and 
that there is a gradual increase in the number of 
patients annually. One out of every 223 of the esti- 
mated population of Massachusetts is a patient in 
the mental disease hospitals of the Commonwealth. 
The Massachusetts standard of care, he continued, 
is the best possible and the credit is due to the 
calibre of the personnel of the institutions. With 
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$8,500,000 being spent this year for maintenance 
and $3,200,000 for construction, the care of the men- 
tally afflicted becomes one of the State’s most im- 
portant economic problems. 


Several years ago, Dr. Kline said, a start was 
made on prevention in Massachusetts and the Divi- 
sion of Mental Hygiene was established, which has 
been carrying on a very successful work for near- 
ly nine years. As a result, mental disease hospitals 
are now reaching out and serving communities in 
the districts in which they are located. Mental 
hygiene means going back to conduct, behavior, and 
personality changes in childhood. School examina- 
tion clinics have been established and special class- 
es are maintained for retarded children. More than 
60,000 backward school children have been exam- 
ined and definite helpful advice has been given, much 
of which has been for the benefit of the parents. 


There are from 80,000 to 100,000 defective children 
in Massachusetts and one of the great problems is 
to find out where they are and to determine the de- 
gree of their defection in order that proper treat- 
ment can be given. There are three institutions 
cperated by the Commonwealth caring for 4,400 de- 
fective children and provision has just been made 
for the purchase of a site for a fourth school. The 
present capacity for the treatment of defective chil- 
dren is only about one-half what it should be. 


Dr. Kline then spoke about the work of Dr. Doug- 
las A. Thom, Director of the Division of Mental Hy- 
giene, in child guidance and in habit clinics for chil- 
dren of pre-school age. This work, he said, is being 
extended under Dr. Thom as rapidly as personnel 
can be trained. If the problem is met by the treat- 
ment of children at an early age, the State can very 
largely cut down the number of patients who must 
be institutionalized in later years. 


The Department of Mental Diseases, he said, 
works on a basis of a forecast of ten years ahead. 
The first results of the preventive work are now be- 
ing felt. As an illustration, Dr. Kline pointed out 
that an increase in patients in Massachusetts today 
is fairly constant at 375 annually. In contrast, he 
mentioned that “another State” recently provided 
a bond issue of $50,000,000 for institutional develop- 
ment and while the program anticipated a net in- 
crease of 1000 patients, the actual increase for the 
first year was 2968—making necessary the construc- 
tion of a new institution over and above the provi- 
sions of the program. Massachusetts, he said, rela- 
tively is in a far better position than any other 
State as a result of this preventive work. The net 
increase in patients to be institutionalized each 
year in other states averages from two to two and 
one-half times as many as this Commonwealth. 


The speaker stated that formerly, children 
were not taken for institutional treatment until 
they had reached the age of 5 or 6 years but the 
State now has started to take them at a much 
earlier age. To make possible the carrying out of 
this plan a new type of building is being erected at 
some of the institutions. One of these buildings, 





‘which is a complete nursery, is soon to be opened 


at Wrentham. 

In concluding, Dr. Kline said that the success of 
the preventive work being undertaken by his de- 
partment depends on the extent to which an educa- 
tional program can be carried out. He said that 
such an organization as the Massachusetts Public 
Welfare Council could be of tremendous service in 
assisting in this educational program. 

Mr. Conant, Commissioner of the Department of 
Public Welfare, described briefly the survey of 
crippled children, recommended: by Governor Allen 
in 1929, which is to be completed by his department 
this year. One benefit from this survey has already 
been achieved by the enactment of legislation this 
year providing for a continuing survey of crippled 
children by local school committees and for the 
education of crippled children in their own homes. 
He also referred briefly to the work of the special 
commission to investigate the laws relating to de- 
pendent, delinquent and neglected children, started 
by Governor Allen last year, which will be com- 
pleted in December. The success of the work of 
this commission will depend on the amount of pub- 
lic support which is aroused as a result of its find- 
ings and recommendations. 

Mr. Conant spoke of the legislation enacted and 
signed by Governor Allen this year providing finan- 
cial assistance for the needy in old age, under the 
direction of the Department of Public Welfare, in 
conjunction with the welfare bureaus of cities and 
towns. This legislation he said will reach from 2600 
to 8000 persons in Massachusetts of 70 years or over 
who are in need of assistance. Under the terms of 
the legislation, the State pays one-third of the cost 
ot those with legal settlements and the total cost 
of those without such settlements, 

He concluded by saying that the Council can ac- 
complish a great work by bringing these subjects to 
the attention of the public and arousing public con- 
sciousness and support. 

The secretary outlined briefly a program to carry 
out the suggestions of Governor Allen under which 
the Council is to act as an intermediary between the 
State departments engaged in public welfare work 
and the general public. He said that if the Council 
approves, a letter will be sent to civic organizations 
and women’s clubs throughout the State offering to 
provide speakers and literature as an essential part 
of this program. Much of the material for the lit- 
erature and for'the use of the speakers has already 
been accumulated and the Council is now prepared 
to engage in active educational work on the general 
public welfare activities of the State, the child wel- 
fare program in general, and such special subjects 
as the milk problem, diphtheria prevention, tuber- 
culosis control, child habit clinics, and others em- 
phasizing preventive methods. 

The chairman was authorized by the Executive 
Committee to proceed with this program according 
to his judgment. 

The meeting was adjourned to a date in September 
to be determined by the chairman. 
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Copy OF A COMMUNICATION TO THE PUBLIC WELFARE 
CoUNCIL 
The Commonwealth of Massachusetts 
Executive Department 
State House, Boston 
June 3, 1930. 
Mr. Christian A. Herter, Chairman, 
Massachusetts Public Welfare Council, 
11 Beacon Street, 
Boston, Massachusetts. 
My dear Mr. Herter: 

Having been given a concise description of the 
program inaugurated by tne Massachusetts Public 
Welfare Council, in which it is proposed that the 
Council act as an intermediary between our State 
departments engaged in public welfare work and the 
people of the Commonwealth—in order that there 
may be among our citizens a general knowledge of 
what the State is accomplishing and hopes to ac- 
complish in this, the greatest field of human en- 
deavor—lI unhesitatingly approve and commend such 
an undertaking. 

In my inaugural address of last year, I made this 
cbservation: 

“The end of government is the achieve- 
ment of satisfaction and happiness by our 
people. No group can be happy in the pres- 
ence of misery, or suffering, or poverty.” 


Upon this basic precept I have endeavored to 
model my recommendations affecting the public 
welfare, during the past two legislative years. I 
have always been interested in the human side of 
government, and particularly in child welfare ac- 
tivities. By my service in the legislative and execu- 
tive departments of the Commonwealth I have ob- 
tained a reasonably intimate knowledge of our pub- 
lic welfare work and its present needs, especially 
along preventive lines. It has been my great hope 
that regardless of all else in my administration, I 
might so contribute to that work as to lessen, even in 
some degree, those burdens which make most for 
unhappiness among our people. 

Massachusetts today stands in the front rank 
among the States in its public welfare activities. Sev- 
eral important progressive steps have been taken in 
the past two years, which have been made possible 
by public support and the codperation of the Legis- 
lature. Further steps are pending and will be 
awaiting legislative enactment by the next Legisla- 
ture. Their success or failure depends upon the ex- 
tent to which the public becomes informed with re- 
spect to them and the need which they represent. 

There is no subject concerning which the public 
is less informed than the public welfare work of the 
Commonwealth, and yet there is no other subject to 
which the public is more responsive once a general 
interest has been aroused. I believe that the Mas- 
sachusetts Public Welfare Council can accomplish 
a wonderful work by an educational program such 
as has been proposed, and in so doing it will ren- 
der a distinct service to the State of Massachusetts 
and its conscientious servants who are striving to 
overcome our human ills. 





The organization known as the Governor’s Com- 
mittee on Street and Highway Safety, a semi-offi- 
cial body, is performing a salutary task in its 
chosen field, and I know of no reason why equally 
satisfactory results cannot be obtained in support 
of our general public welfare work from the efforts 
of the Council. 

If you believe it will assist the Council in reach- 
ing the people, [ will be very glad indeed to desig- 
nate it as a semi-official organization, and to add 
my signature to its certificates of membership, for 
there is no subject closer to my heart than that in 
which it has interested itself. 

With cordial assurance of my earnest support in 
your undertaking, 

Yours sincerely, 
(Signed) FRANK G. ALLEN. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 65 cities with a total 
population of thirty million for the week ending 
June 21 indicate a mortality rate of 11.4 as against 
a rate of 12.1 for the corresponding week of last 
year. The highest rate (22.2) appears for Memphis, 
Tenn., and the lowest (6.1) for Somerville, Mass. 
The highest infant mortality rate (15.4) appears for 
Waterbury, Conn., and the lowest for Canton, Ohio, 
Erie, Pa., Paterson, N. J., San Diego, Calif., Schen- 
ectady, N. Y., Syracuse, N. Y., and Tacoma, Wash., 
which reported no infant mortality. 

The annual rate for 65 cities is 13.5 for the twen- 
ty-five weeks of 1930, as against a rate of 14.6 for 
the corresponding weeks of 1929. 

Attention is called to the fact that all rates used 
in this summary are based upon estimates of popu- 
lation and hence are subject to revision when the 
final results of the 1930 census become available.— 
UO: Se: BS. 





MAPS FREE TO APPLICANTS 


The Canadian Department of the Interior has 
issued automobile road maps showing routes between 
the northern sections of the United States and Can- 
ada which may be oostained on application to the 
Natural Resource Intelligent Service at Ottawa, 
Canada. 

The object is to give information on Canadian 
geography and the resources and development of 
that country. 

Contrary to the usual run of offers for something 
which will be given without cost to the recipient 
there is nothing advertised in these maps except the 
most available and convenient roads to Canada. 

Doctors often go to Canada and without any veiled 
sarcasm these maps may meet the wishes of those 
who travel by automobile. 





PAF SPARK PLUGS 


Doctors use motor cars constantly and are de- 
pendent on the efficiency of theiz machines. 
Efforts have been made by the manufacturers of 
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Paf Spark Plugs to lead operators of motor cars 
to believe certain things which the National Better 
Business Bureau announces are not true. These 
published statements are based on an investigation 
of spark plug characteristics and performances and 
the most pointed criticism is directed to the claim 
that by the use of these plugs fifteen or twenty per 
cent. of the cost of gasoline can be saved. 

This may seem a very minor matter to which 
space should be given in a medical journal, but doc- 
tors are often the victims of fraudulent promotions 
and if a warning saves even a minor loss or irritat- 
ing inefficiency of a motor some good may result. 

The National Better Business Bureau and the 
Boston organization with the same name are ready 
to give advice on advertising claims. 





REPORTS FROM THE AMERICAN MEDICAL 
ASSOCIATION MEETING 


It is reported from the meeting of the American 
Medical Association that Drs. Gerald S. Shibley and 
A. R. Dochez of New York presented the results of 
two years of research of the common cold with the 
expectation of determining the possible relations be- 
tween colds and some microbes. Experiments have 
been conducted upon human beings and apes during 
the past two years with the result that colds have 
been produced in both groups by inoculation with 
certain nasal discharges occurring in colds. 

It is also reported that the American Radiologists 
are studying the possibility of decreasing costs of 
radium and x-rays. To study this a society has been 


organized of which Dr. E. C. Ernst of St. Louis is 
President, Dr. Rollin H. Stevens of Detroit is Vice- 


President (both being former presidents of the 
Radiological Society of North America), and Dr. D. 
S. Childs of Syracuse University is Treasurer. 





DEATHRATES BY SEASON OF THE YEAR 


The chart published by the Metropolitan Life In- 
surance Company presents graphically, over a period 
of fifteen years, the mortality among Metropolitan 
Industrial policyholders (ages one year and over) at 
the four seasons of the year. 

The outstanding items shown by the chart are: 

1. Since the great influenza pandemic of 1918, 
the mortality rate at every season has been marked- 
ly lower than before the pandemic. 

2. Since 1920 (when a recrudescence of the influ- 
enza epidemic occurred), there has been no decided 
trend of the deathrate, upward or downward, at any 
season of the year. 

3. Uniformly the summer season has enjoyed the 
lowest deathrate. 

4. The winter season registered the highest death- 
rate in every year, with the exception of 1918, when 
the huge autumn death toll of influenza raised the 
mortality to an unprecedented figure either for au- 
tumn or for any other season of the year. 

5. During the period 1915-1929, the years 1927 
and 1928 registered the lowest winter deathrate; 





1929, the lowest spring deathrate; 1923, the lowest 
summer deathrate; and 1923 and 1925 the minimum 
fall deathrate. 

6. The winter of 1930 recorded the lowest mor- 
tality figure ever shown for that season. .. 

7. The greatest variability in the deathrate, from 
year to year, has occurred in the winter season. 
This is due, for the most part, to relatively high or 
low incidence of influenza. The peaks of 1923, 1926 
and 1929 reflect the high mortality in those years 
from influenza and influenzal pneumonia. The sum- 
mer season shows the least change in the deathrate, 
from year to year. 





NEW YORK SURGEON ON THE HONOR LIST 
OF MAINE UNIVERSITY 


An honorary degree of Doctor of Laws was con- 
ferred upon Dr. Fred Houdlett Albee, Professor of 
Orthopedic Surgery at the New York Post-Graduate 
Medical School and Hospital, recently by Colby Col- 
lege, Maine. 

This in recognition of his work in rehabilitation, 
first among the war injured when in 1917 he organ- 
ized and directed United States General Hospital No. 
3 at Colonia, New Jersey, and more recently, carried 
on in New Jersey under the State Rehabilitation Com- 
mission of which he has been reappointed Chairman 
by four succeeding Governors. 

President Franklin W. Johnson of Colby College fol- 
lowed this rehabilitation work since the war when he 
served with U. S. General Hospital No. 3. In addi- 
tion to Colby College both Bowdoin College and the 
University of Vermont have conferred on Dr. Albee 
honorary degrees of Doctor of Science. 

The State of New Jersey, due to Dr. Albee’s ef- 
forts, was the first to pass rehabilitation laws sup- 
plementing the Workmen’s Compensation Laws and 
now has the most comprehensive rehabilitation laws 
of any of the thirty-four states maintaining com- 
missions whose duty it is to look after wounded 
workmen. The some two million workmen annually 
injured in the United States owe much to Dr. Albee’s 
initiative in their behalf, for there are few people in 
the country more thoroughly familiar with, or who 
have done more for, the work of rehabilitation. 


<i 
—— 


CORRESPONDENCE 


THE INDEX CATALOGUE OF THE SURGEON 
GENERAL’S LIBRARY WILL BE CONTINUED 
War Department 
Office of The Surgeon General 
Washington 





The Editor, 
New England Journal of Medicine, 
Boston, Mass. 
June 19, 1930. 
My dear Sir: 

Many replies to my letter of inquiry dated May 
6 have been received and over ninety per cent. of 
the institutions and organizations addressed have 
expressed an earnest desire that the Index Cata- 
Icgue of the Surgeon General’s Library be continued, 
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and state that its discontinuance would be a very 
serious blow to scientific medicine. 

I therefore take pleasure in informing you that 
the Catalogue will be continued, a new series being 
started after the completion of the present or third 
series. 

Very sincerely yours, 
M. W. IRELAND, Major General, 
The Surgeon General. 





AN EXPLANATION OF THE STANDING 
OF DR. J. A. DOULL 
Editor, New England Journal of Medicine: 

I read with much interest your brief editorial 
on an anti-cold serum in your issue of June 19, 1930. 
I wish to assure you that Dr. James A. Doull is an 
ethical physician of very high standing. He has 
until recently been on the faculty of the Johns Hop- 
kins School of Hygiene and Public Health, though 
I note in a recent issue of Science that he has been 
appointed Professor of Hygiene in the School of 
Medicine at Western Reserve University. You will 
find his name listed in the 1929 Directory of the 
American Medical Association. 

The reason I am writing about him is that he is 
one of the prominent members of the Delta Omega 
Society. 

Sincerely yours, 
JAMES A. ToseEy, Dr.P.H., 
Secretary, Delta Omega. 


EpirortaL Note: Later information is to the effect 
that Dr. James A. Doull, of the School of Hygiene 
and Public Health of the Johns Hopkins University, 
has been appointed professor of hygiene and public 
health at the School of Medicine of Western Re- 
serve University, to succeed Dr. Roger G. Perkins, 
who is retiring at the end of the present year. 

Dr. Doull was previcusly reported as having been 
appointed to pass upon the claim of Dr. J. A. F. 
Pfeiffer of the University of Maryland Medical 
School with respect to the alleged discovery of the 
organism which causes the common cold. 





ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL. ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, II1., 

: June 28, 1930. 
Managing Editor, 

The New England Journal of Medicine: 


In addition to the articles enumerated in our let- 
ter of May 29 the following have been accepted: 


Carel Laboratories 
Alpha-Naphco 
Maltbie Chemical Co. 
Ephedrine Nasal Jelly-Maltbie 
Mead Johnson & Co. 
Mead’s 5 D Cod Liver Oil with Viosterol 





Merck & Co., Inc. 
Pyridium 
Aqueous Solution of Pyridium, 1 per cent 
Pyridium Tablets, 0.1 Gm. 
Pyridium Ointment, 10 per cent 
H. A. Metz Laboratories, Inc. 
Elixir of -Pyramidon 
Pyramidon Tablets, 1% grains 
National Drug Co. 
Ragweed Pollen Antigen-National 
Timothy Pollen Antigen-National 
Parke, Davis & Co. 
Ephedrine Hydrochloride—P.D. & Co. 
Capsules Ephedrine Hydrochloride—P.D. & 
Co., % grain 
Capsules Ephedrine Hydrochloride—P.D. & 
Co., % grain 
Thio-Bismol 
Ampoules of Thio-Bismol 
Pitman-Moore Co. 
Siomine 
Siomine Capsules, % grain 
Siomine Capsules, 1 grain 
Siomine Capsules, 2 grains 
Siomine Capsules, 5 grains 
G. D. Searle & Co. 
Ampules Mercurochrome—H. 
10 cc.+ 
Ampules Mercurochrome—H. W. & D., 
20 ec.+ 
Nonproprietary Article 
Alphanaphthol 
Yours truly, 
W. A. PuckNer, Secretary, 
Council on Pharmacy and Chemistry. 


WwW. & D, 1%, 


1%, 


i 
<r 


RECENT DEATHS 





MEAD—Dr. Louis Guy MEap, a Fellow of the 
Massachusetts Medical Society since 1903, died at 
the Phillips House of the Massachusetts General 
Hospital after a long illness, June 26, 1930, at the 
age of 56. 

The son of Oliver Warren and Lucy Emery Mead 
he was born in West Acton, Mass., October 3, 1873. 
He was graduated from Harvard College in the 
Class of 1896 and from Harvard Medical School in 
1900. After serving as house officer at the Massa- 
chusetts General Hospital Dr. Mead spent two years 
of study abroad and settled in Boston, devoting him- 
self largely to internal medicine. He was out pa- 
tient physician at the Massachusetts General Hospi- 
tal and consulting physician to the Massachusetts 
Eye and Ear Infirmary. 

He married Mary Isabelle Temple Priest, the 
daughter of the veteran register of deeds in Suffolk 
County. She and a son and daughter survive him. 


MERRICK—Dnkr. Ropert MICHAEL MERRICK died sud- 
denly at his home in Dorchester, June 27, 1930 at 
the age of 59. He had been ill for only a week. He 
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was a native of Boston where he was born, August 
24, 1870. He took his M.D. at Harvard in 1893 and 
served as house officer at the Boston City Hospital. 
Settling in Dorchester Dr. Merrick was visiting phy- 
sician to St. Mary’s Infant Asylum and Lying-In Hos- 
pital, to the Free Home for Consumptives and to 
St. Margaret’s Hospital. He was a Fellow of the 
Massachusetts Medical Society. At one time he was 
assistant in clinical medicine at Tufts College Med- 
ical School. 


<i 
<a 


NEWS ITEMS 


THE PRESIDENT-ELECT OF THE AMERICAN 
MEDICAL ASSOCIATION—Dr. Edward Starr Judd, 
705 Second Street, Rochester, Minnesota, University 
of Minnesota Medical School, 1902, and Surgeon to 
the Mayo Clinic, has been elected to the position 
of President-Elect of the American Medical Associa- 
tion. Dr. Judd is one of the foremost surgeons of 
this country and eminently well-qualified to serve 
the American Medical Association as president. 

THE GRADUATION EXERCISES OF THE COL- 
LEGE OF PHYSICIANS AND SURGEONS OF BOS- 
TON—According to the Boston Transcript of June 25 
the recent graduation exercises of the College of 
Physicians and Surgeons of Boston were held at the 
Elks Hotel following a banquet served at six o’clock. 

Addresses were delivered by Stephen D. Baciga- 
lupo, assistant attorney general, representing Gov- 
ernor Allen; Congressman John W. McCormack; 
former Representative Freeman C, Emerson, repre- 
senting James M. Curley; Hon. Joseph J. Mulhern, 
senator of Massachusetts; Harold W. Sullivan, for- 
mer assistant district attorney; and Arthur Corbett, 
secretary to the mayor. Rev. David M. Angell, M.D., 
gave the invocation. 

The graduates as reported in the papers are as 
fellows: Louis P. G. Belleau, M.D., Julian Dabrowski, 
M.D., Samuel J. Harris, M.D., Etamar A. Mower, 
M.D., George J. J. Orlansky, M.D., Victor N. Rochette, 
M.D., Mark Shacney, M.D., and Claude G. Sheperd, 
M.D. 





APPOINTMENTS ON THE SCIENTIFIC STAFF 
OF THE ROCKEFELLER INSTITUTE FOR MEDI- 
CAL RESEARCH—The Board of Scientific Directors 
of The Rockefeller Institute for Medical Research 
announces the following appointments and promo- 
tions on the Scientific Staff: 

New appointments: 

Assistants—Dr. J. Lionel Alloway, Dr. Albert J. 
Anthony, Dr. James V. Bickford, Dr. Laurie L. Bur- 
gess, Dr. Frank Cortese, Dr. Macdonald Dick, Dr. 
Robert C. Elderfield, Dr. Filip C. Forsbeck, Dr. Ken- 
neth Goodner, Dr. Benjamin E. Hodge, Dr. Stephen 
S. Hudack, Dr. Lewis G. Longsworth, Dr. Margaret 
J. Pittman, Dr. Paul D. Rosahn, Dr. William B. Rose, 
Dr. Kenneth C. Smithburn, Dr. Douglas H. Sprunt, 
Dr. Radford C. Tanzer, Dr. Robert Thomas, Mr. Rob- 
ert S. Tipson, Dr. G. Payling Wright. 

Fellow—Dr. Basile J. Luyet. 





Promotions: 

Associate Member to Member—Dr. Peter K. Olit- 
sky. 

Assistant to Associate—Dr. Mortimer L. Anson, 
Dr. Robert B. Corey, Dr. René J. Dubos, Dr. Rebecca 
C. Lancefield, Dr. Currier McEwen, Dr. Alfred E. 
Mirsky, Dr. Albert L. Raymond, Dr. Julius Sendroy, 
Jr., Dr. Richard E. Shope. 

Fellow to Assistant—Dr. Fred Smith. 


Resignations: 

Dr. Charles A. Doan has accepted appointment as 
Professor and Chairman of the Department of Medi- 
cal and Surgical Research of Ohio State University, 
Columbus, Ohio. 

Dr. Robert R. Hannon has accepted appointment 
as Associate Professor of Medicine, Peiping Union 
Medical College, Peiping, China. 

Dr. James A. Hawkins has accepted appointment 
as Associate Professor of Applied Biochemistry, De- 
partment of Ophthalmology, Washington University 
Medical School, St. Louis, Missouri. 

Dr. Louis A. Julianelle has accepted appointment 
as Associate Professor of Applied Bacteriology and 
Immunology, Washington University Medical Schoo}, 
St. Louis, Missouri. 

Dr. William S. Tillett has accepted appointment 
ast; Associate Professor of Medicine in charge of the 
Department of Biology, Johns Hopkins Medical 
School, Baltimore, Maryland. 

—— 


NOTICES 


AN EDITORIAL DISAPPOINTMENT 


lt was recently our unfortunate experience to 
have our composition garbled by a careless workman 
in the printing shop. 

The last sentence in the reference to the Annual 
Meeting of the Massachusetts Medical Society, 
which begins on page 1267 of our issue of June 26, 
was made unintelligible by this person. 





UNITED STATES CIVIL SERVICE EXAMINATION 


The United States Civil Service Commission an- 
nounces the following open competitive examination: 


Associate Bacteriologist (Medical) 


Applications for associate bacteriologist (medical) 
must be on file with the Civil Service Commission 
at Washington, D. C., not later than July 30, 1930. 

The examination is to fill a vacancy in the position 
of Clinical Laboratorian, U. S. Veterans’ Bureau 
Hospital, Palo Alto, Calif., and vacancies occurring 
in positions requiring similar qualifications through- 
out the United States. 

The entrance salaries range from $3,200 to $3,700 
a year. Higher-salaried positions are filled through 
promotion. 

Full information may be obtained from the United 
States Civil Service Commission at Washington, 
D. C., or the Secretary of the United States Civil 
Service Board of Examiners at the post office or 
customhouse in any city. 
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REPORT OF MEETING 


BIKUR CHOLIM HOSPITAL 
STAFF 


GREATER BOSTON 


meeting of the Greater Boston 
staff (hospital for chronic 
diseases) Wednesday, June 25, many important 
questions concerning the welfare of the hospital 
were discussed, among other things, the employment 
of a full time physiotherapeutic technician. 


At the regular 
Bikur Cholim Hospital 


A report on introducing occupational therapy was 
given and further study of this subject recommended. 


The next meeting will be held some time in Sep- 


tember. 
ori 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

June 30-July 19—Mental Hygiene Institute. 
notice appears on page 1175, issue of June 12. 

July 10-12—The American Association for the Study 
of Goiter. Complete notice appears on page 935, issue 
of May 8. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31, 1929. 

September 8-12—Postgraduate week of Physical Ther- 
apy. Detailed notice appears on page 1025, issue of May 22. 

September 26-27—New England Surgical Society. De- 
tailed notice appears on page 1028, issue of May 22. 

October 13-17—Clinical Congress of the American Col- 
lege of Surgeons. Complete notice appears on page 1175, 
issue of June 12. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 

March 23-27, 
of the American College of Physicians. 
appears on page 790, issue of April 17. 


ei 


BOOK REVIEW 


Complete 


1931 — Fifteenth annual clinical session 
Detailed notice 





The Morphine Habit and its Painless Treatment. 
By G. LauGuton Scott, M.R.C.S., B.A. (Oxon). 
Published by H. K. Lewis & Co., Ltd. London. 
Price 5/- Net. 


The sub-title of this book refers, as the text 
does, in various places to the painless treatment of 
the morphine habit which Dr. Scott thinks he has 
worked out. This is a curious phrase to put in the 
title, inasmuch as on page 54 we find on the last 
day of withdrawal he had several hours of definite 
pain. Another patient is referred to on page 56 
where it is stated that “As might have been expected, 
withdrawal was complicated by abdominal pain.” 
Again reference is made on page 57 to the complaint 
of “agonizing deprivation-pain, and three special 
nurses were needed”. Another patient on page 46 
says “The pain in the knees spreads down to the 
calves.” These are by no means the only references 
to pain in the book. Obviously, then, Dr. Scott’s 
treatment is not a painless treatment. 

In essentials, it is the same as that worked out 
years ago by Mr. Charles W. Towns of New York 
City and often used under the name of Dr. Alex- 
ander Lambert. A slight change is made in the 





Towns’ formula and in the way of administering it. 
Nevertheless, I should think the treatment was essen- 
tially the Towns’ treatment, although Dr. Scott 
vigorously repudiates this. 

Dr. Scott employs considerably less catharsis than 
has been Mr. Towns’ usual procedure and also adds 
luminal. Whether these two modifications have 
improved the treatment, it is difficult to say. The 
results which Dr. Scott obtains are just about those 
ordinarily obtained by others who have carefully 
followed out Mr. Towns’ directions. 

Like Mr. Towns, Dr. Scott finds there is little 
value in treating morphine cases in persons from the 
underworld. Most of his cases are physicians. 


BOOKS RECEIVED FOR REVIEW 


Les Plexus Choroides by Dr. Nathalie Zand. Pub- 
lished by Masson et Cie, Editeurs. 140 Pages. 22 fr. 


Radiographie Néphro-Cholécystique by M. de Abreu. 
Published by Masson et Cie, Editeurs. 158 Pages. 
Price 40 fr. 


Tumeurs Médullaires Associées a un Processus Sy- 
ringomyélique by N. Jonesco-Sisesti. Published by 
Masson et Cie, Editeurs. 295 Pages. Price 45 fr. 


Allergic Diseases—Their Diagnosis and Treatment 
by Ray M. Balyeat. Third Edition. Published by 
F. A. Davis Company. 395 Pages. Price $5.00. 


Annals of Roentgenology. Edited by James T. 
Case. Volume Eleven—The Chest by L. R. Sante. 
Published by Paul B. Hoeber, Inc. 561 Pages. Price 
$20.00. 

Physiological Principles in Treatment by W. Lang- 
don Brown with the collaboration of R. Hilton. Pub- 
lished by William Wood and Company. 464 Pages. 
Price $3.75. 

Affections of the Eye in General Practice by R. 
Lindsay Rea. Published by Lea and Febiger. 155 
Pages. Price $3.50. 

Report on Fifth International Congress of Military 
Medicine and Pharmacy, May, 1929. By Commander 
William Seaman Bainbridge. Composed, Printed and 
Bound by The Collegiate Press, George Banta Pub- 
lishing Company. 154 Pages. 

The Beginnings: Egypt and Assyria by Warren R. 
Dawson. Published by Paul B. Hoeber, Inc. 86 
Pages. Price $1.50. 

Physical Diagnosis by Richard C. Cabot. Tenth 
Edition. Published by William Wood and Com- 
pany. 529 Pages. Price $5.00. 

Manual of the Diseases of the Eye by Charles H. 
May. 13th Edition. Published by William Wood 
and Company. 461 Pages. Price $4.00. 

The Basis of Epilepsy by Edward A. Tracy. Pub- 
lished by Richard G. Badger, Publisher. 92 Pages. 
Price $2.00. 

The Diabeiic Life—Its Control by Diet and Insulin, 
by R. D. Lawrence. Fifth Edition. Published by 
P. Blakiston’s Son and Co., Inc. 204 Pages. Price 
$2.50. 





